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Abstract
Suicidal behavior and death by suicide are significant and pressing problems in
the Bhutanese refugee community. Currently, Bhutanese refugees are dying by suicide at
a rate nearly 2 times higher than the general United States population. Proper
identification of risk factors for suicide saves lives and prevents suicides (Mann et al.,
2005); however, if suicide risk is underestimated due to culturally inflexible risk
assessments, preventable deaths may continue to needlessly grow. In a community
sample of Bhutanese refugees resettled in Vermont (N=60), the current study aims to (1)
test elements of a comprehensive conceptual model of incremental risk factors for suicide
– adapted from the interpersonal psychological theory of suicide (IPTS; Joiner, 2005) –
including suicidal desire, suicidal ideation, thwarted belongingness, and perceived
burdensomeness and (2) test the relative contributions of suicidal desire and suicidal
ideation as risk factors for suicidal behavior.
Participants attended a single study visit at which they completed self-report
measures administered in an interview format via an interpreter, if needed. Key measures
included the Beck Scale for suicidal ideation (BSS; Beck & Steer, 1991), Interpersonal
Needs Questionnaire (INQ; Van Orden et al., 2012), Wish to be Dead Scale (WDS;
Lester, 2013), Refugee Health Screener – 15 (RHS-15; Hollifield et al., 2013),
Postmigration Living Difficulties checklist (PmLD; Laban et al., 2005), Brief Biosocial
Gambling Screen (BBGS; Gebauer et al., 2010), basic demographics questions, and
qualitative questions about suicide within the Bhutanese refugee community. The
analytic approach relied on the use of hurdle models, Fisher’s exact tests, hierarchical
logistic regression, and independent samples t-tests to assess the relationships among
aspects of our conceptual model.
Although endorsement of suicidal ideation (n = 4, 6.7%) and suicidal behavior (n
= 2, 3.3%; measured by combining the planning and concealment subscales of the BSS)
was low in the sample, a substantial minority (n = 29, 48.3%) endorsed some desire to be
dead. Perceived burdensomeness, but not thwarted belongingness, was significantly
associated with both suicidal ideation and the desire to be dead. There was no evidence
that the desire for death contributed additional risk of suicidal behavior, above and
beyond suicidal ideation. Of participants with a history of suicide attempts (n = 4), none
reported any suicidal ideation and 3 reported some desire to be dead. Neither desire to be
dead nor suicidal ideation was significantly related to suicide attempt history.
These findings have implications for suicide detection and prevention among
resettled Bhutanese refugees. The cultural responsiveness of suicide screening in this
population could be improved by assessing two constructs not typically assessed: desire
to be dead (e.g., the WDS) and perceived burdensomeness (e.g., INQ). Explicit
evaluation of these two constructs in Bhutanese refugees may increase the sensitivity of
risk assessments without sacrificing specificity in comparison to assessments exclusively
focused on self-reported suicidal ideation.
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In the United States, suicide rates have been rising for over 10 years (National
Center for Health Statistics, 2014), and suicide is now among the top 10 leading causes of
death in this country (National Center for Health Statistics, 2014). Nearly 1.3 million
American adults attempt suicide annually (National Center for Injury Prevention and
Control: Division of Violence Prevention, 2015). The current study focuses on a
population that is at extremely high risk for dying by suicide: Bhutanese refugees in the
U. S. With over 95,449 Bhutanese refugees resettled in the U.S. since 2008 (Worldwide
Refugee Admissions Processing System (WRAPS), 2018), an age-adjusted suicide rate of
24.4 per 100,000—nearly 2 times the rate for the general U.S. population—poses a
substantial public health concern (Ao et al., 2012). The current study tests a conceptual
model of how incremental steps toward suicide develop in Bhutanese refugees, an
endeavor that can inform the development of culturally-informed prevention efforts. In
the literature review that follows, central terminology is defined (e.g., self-harm, suicide
attempt, suicidal ideation), theoretical models of suicide are reviewed, and the historical
context of the resettlement of Bhutanese refugees in the U.S. is discussed, and the
epidemiology of suicide and other mental health problems in this group is presented.
Suicide-Related Terminology
Within the past 10 years, a full hierarchical classification and nomenclature
system for suicide-related behaviors has been developed and deployed (Silverman,
Berman, Sanddal, O’Carroll, & Joiner, 2007a, 2007b). Though still imperfect, this system
has been described as a consensus standard (Nock, Borges, Bromet, Cha, et al., 2008) for
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describing most suicide-related thoughts, and behaviors. The Silverman et al. (2007b)
system incorporates intent, outcome, and function of thoughts, and behaviors while still
remaining flexible enough to allow for unique operationalized definitions of each term. In
this study, the consensus terms outlined in Silverman and colleagues (2007b) were
adopted unless otherwise noted. Silverman and colleagues (2007b) identify three
hierarchical categories of suicide related behavior: (1) self-harm, (2) undetermined
suicide-related behavior, and (3) suicide attempt. Self-harm is characterized by no intent
to die. Undetermined suicide-related behavior is characterized by an unknown intent to
die. Finally, a suicide attempt is characterized by some/non-zero intent to die. Self-harm,
undetermined suicide-related behavior, and suicide attempt each involve the same three
possible outcomes: no injury, non-fatal injury, and death. An important caveat to
Silverman and colleagues’ (2007a) work is their definition of intent to die, involving
four necessary components:
“(1) A desire or wish to end life as a conscious experience; (2) knowledge
(accurate or inaccurate) of risk associated with a behavior; (3) some perception
that means or methods are available to achieve the desired outcome; and (4) some
knowledge about how to use the means or methods.” (p. 255)
Suicidal intent is, understandably, difficult to assess. It is a deeply personal, stigmatizing,
and logistically unknowable construct. On top of these challenges is an additional layer of
complication: suicidal intent may not be constant across time (Salter & Platt, 1990). On a
moment-to-moment basis, suicidal intent may change, following a suicide attempt or
2

undetermined suicide-related behavior, many survivors express ambivalence about the
attempt/behavior, and some even express gratitude that they survived (Henriques,
Wenzel, Brown, & Beck, 2005). Thus, at any point leading up to a suicidal behavior, an
individual may also have a vacillating degree of suicidal intent. Even immediately after a
suicide attempt has been made, an individual may attribute changing levels of suicide
intent to their suicide-related behavior.
One study examined, in real time, the content and duration of suicide- and selfharm--related thoughts and behaviors through the use of ecological momentary
assessment (EMA) and found that suicidal thoughts, as well as self-harm thoughts, most
often lasted between 1 and 30 minutes suggesting that self-injurious thoughts and
thoughts of killing one’s self occur contextually and are not constant (Nock, Prinstein, &
Sterba, 2009). Moreover, when assessing suicide intent, individuals may not know
whether they want to die or not at any given moment (reviewed in Freedenthal, 2007;
Miranda, Ortin, Scott, & Shaffer, 2014). Thus, if an individual does not know whether he
or she wants to die, it is impossible to assess intent to die at any given moment. Finally,
individuals often make efforts to conceal their suicide intent from others, even from
medical professional and service providers, making it especially challenging to assess
suicide intent (e.g., Friedlander, Nazem, Fiske, Nadorff, & Smith, 2012; Nock, Park, et
al., 2010; Simon, 2008).
Along with efforts to develop a standardized nomenclature and classification
system for suicide-related behaviors, efforts to standardize attributes of self-injurious
3

thoughts such as suicide ideation have also been made (Silverman et al., 2007b). For this
study, suicide ideation will refer to thoughts of ending one’s own life or otherwise
engaging in suicidal behaviors (Nock, Borges, Bromet, Cha, et al., 2008). Suicidal desire
– which is not included in Silverman et al.’s (2007b) classification system – will be
defined as the longing for death by suicide (Van Orden, Witte, Gordon, Bender, & Joiner,
2008). Suicide plan will be defined here as the specific premeditated methodology and
design of an individual’s suicide.
Psychological Theoretical Models of Suicidal Behavior
Within the general U.S. population, large-scale epidemiologic studies (Kessler,
Borges, & Walters, 1999; Kessler et al., 2015; Nock, Borges, Bromet, Alonso, et al.,
2008) have elucidated numerous a-theoretical risk factors for suicide-related thoughts and
behaviors such as ideation, planning, and attempts. Similar empirical efforts have been
taken to identify risk factors for suicide in minority populations such as Bhutanese
refugees (Adhikari, Yotebieng, Acharya, & Kirsch, 2015; Ao et al., 2012; Schininà,
Sharma, Gorbacheva, & Mishra, 2011). The existent epidemiological literature provides
invaluable information with regard to the onset, course, and progression of suicide;
however, it is severely limited in that it does not provide insight into the etiology,
mechanisms, or causal relationships of suicide-related behaviors (Rogers, 2001). In order
to extract mechanisms of action and nuanced predictive variables, theoretical frameworks
must be used.
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Theoretical frameworks and theory-driven research offer potential explanations as
to why some, but not all, individuals with particular risk factors for suicide-related
behaviors actually engage in such behaviors. Prevention is the ultimate goal of a systemsbased approach that contextualizes risk factors into causal chains, such as that afforded
by theory-driven models. Translational science and research directly utilize these theorydriven models to inform treatment and prevention efforts allowing for earlier intervention
and more comprehensive intervention targets in order to curb suicide-risk before a suicide
attempt is ever made. Understanding the mechanisms and explanatory factors that
contribute to suicide-related behavior is a crucial step in suicide research and prevention
(Aish, 2002; Rogers, 2001). Over the relatively short history of suicide research,
researchers have developed and tested many theoretical models of suicide (O’Connor &
Nock, 2014). While these models all have varying applications and degrees of support,
competing and complimentary explanatory models are crucial for developing and honing
an understanding of why individuals die by suicide and why they engage in suiciderelated behaviors (Aish, 2002). These theoretical models have contributed greatly to the
conceptual framework for the current study. Several of the most widely studied
theoretical models and their basic tenants are described below.
Schotte and Clum’s Diathesis-stress-hopelessness Model of Suicide. A model
that conceptualizes suicidal behavior largely as an interpersonal problem-solving deficit,
was posited by Schotte and Clum (1987). This model builds off of the basic diathesisstress model of depression, in which a vulnerability (e.g., cognitive, biological,
5

integrated, etc.) becomes activated by increased stressful life events or circumstances
(Monroe & Simons, 1991). The diathesis-stress-hopelessness model proposed by Schotte
and Clum (1987) is based on a hypothesis that suicidal patients, or those with suicidal
ideation, have significant deficits in problem solving in a variety of domains including
interpersonal problem solving. This deficit, when paired with stressful life events, can
have disastrous effects and lead to suicidal thinking. In their original study, Schotte and
Clum (1987) found that psychiatric patients with suicidal ideation, in comparison to
depressed psychiatric patients without suicidal ideation, were unable to generate half as
many solutions to autobiographical interpersonal problems. In the years since this model
was first published, these mechanisms have been reviewed and studied (e.g., Dieserud,
Røysamb, Ekeberg, & Kraft, 2001; Nock & Mendes, 2008; Pollock & Williams, 2004).
Dialectical behavior therapy (DBT), one of the most effective psychotherapies for
treating suicide-related behaviors (Linehan et al., 2015), incorporates an entire module
devoted to interpersonal effectiveness and problem solving (Linehan, 1993).
Wenzel and Beck’s Cognitive Model of Suicide. One of the most important
theoretical models in the history of psychology remains Aaron Beck’s cognitive theory of
depression (Beck, 1963, 1964) that has largely guided modern cognitive-behavioral
therapy since the 1960s. Beck’s innovation was that individuals with depression
experienced negatively distorted thoughts, which partially fueled their depressive
symptoms, and could be changed to alleviate depression. Wenzel and Beck (2008)
adapted Beck’s original cognitive model into an explanatory model of suicide. Wenzel
6

and Beck’s cognitive model of suicidal behavior posits that underlying dispositional
vulnerabilities such as temperament, cognitive vulnerabilities, and other trait-like features
serve as initial risk factors that, when activated by stressful life events, produce
psychiatric symptoms (e.g., fatigue, depressed mood, anhedonia, anxiety), accompanied
by cognitive processes (i.e., cognitive distortions and biases). When these cognitive
processes reach a particular threshold or when a dispositional vulnerably combines with
certain life stressors, a suicide schema become activated, and cognitive processes
associated with suicidal acts (i.e., cognitive distortions about suicidal acts) arise in the
form of suicide-related thoughts and behaviors. Cognitive processes associated with
suicidal acts can increase in intensity, duration, and regularity if stressors are not
alleviated by circumstance or coping skills. If cognitive processes associated with
suicidal acts become intolerable, an individual is more likely to engage in a suicide
attempt. In this model, dispositional vulnerabilities, cognitive processes associated with
both psychiatric symptoms and suicidal acts, and stress create a toxic mix that becomes
intolerable to a point that an individual engages in a suicidal act (Wenzel & Beck, 2008).
This model highlights several points of intervention including changing underlying
schemas about suicide; developing coping skills for life stressors, dispositional
vulnerabilities, and psychiatric symptoms; and developing cognitive intervention skills
that target distorted thinking about suicide (Wenzel & Beck, 2008).
Joiner’s Interpersonal-Psychological Theory of Suicidal Behavior. A widely
studied theoretical model that is at once parsimonious and comprehensive is the
7

Interpersonal-Psychological Theory of Suicidal Behavior (IPTS; Joiner, 2005). The IPTS
posits that suicide is caused by a combination of three critical factors (1) high perceived
burdensomeness (i.e., the perception that a person’s existence poses a burden to others);
(2) low interpersonal belonging (i.e., social/personal alienation from others); and (3) the
acquired capacity to complete suicide (i.e., a decreased fear of death). Perceived
burdensomeness and social alienation contribute to suicidal desire (i.e., the concrete or
abstract desire to be dead), suicidal ideation, and planning. The IPTS is an explanatory
model of suicide that also accounts for individuals with suicidal thoughts and behaviors
who do not go on to make fatal-suicide attempts
Since 2005, the model has gained widespread support (Hill & Pettit, 2014;
Ribeiro & Joiner, 2009), but a recent systematic review suggests that the evidence for the
IPTS is less clear than initially thought (Ma, Batterham, Calear, & Han, 2016). Ma and
colleagues (2016) note that perceived burdensomeness is unequivocally associated with
suicide ideation with 82.6% of studies finding a significant association between the two
constructs; however, the association between thwarted belongingness and suicide ideation
is less well founded. A significant association between the latter two constructs was
found in only 40% of studies, with thwarted belongingness contributing smaller amounts
of variance in comparison to perceived burdensomeness (Ma et al., 2016). Although
refinements to components of the IPTS may be necessary, the overall structure of the
model is still supported, with a two-way interaction between thwarted belongingness and
perceived burdensomeness predicting suicidal ideation in 66.6% of studies (Ma et al.,
8

2016). While studies that tested the complete model are scant and likely underpowered,
42.8% of studies that tested the 3-way interaction of thwarted belongingness, perceived
burdensomeness, and capacity for suicide found a significant association with suicide
attempts. Ma and colleagues note that these mixed findings may be the result of several
factors including different relationships among constructs than the IPTS originally
hypothesized, inadequate ability of certain measures (i.e., Interpersonal Needs
Questionnaire) to capture thwarted belongingness, the questionable generalizability of
IPTS studies in large heterogeneous samples, and other unaccounted for variables that
may better explain or moderate the relationships between the identified constructs (Ma et
al., 2016). In conclusion, significant evidence supports the IPTS, especially within certain
populations, including those from community samples (Christensen, Batterham, Soubelet,
& Mackinnon, 2013; Van Orden et al., 2008), clinical samples (Joiner et al., 2009; Miller,
Esposito-Smythers, & Leichtweis, 2015) and military samples (Bryan, Morrow, Anestis,
& Joiner, 2010), but there remains room to refine the model.
By beginning with a theoretical framework and refining it through empirical
research, a model-based approach such as the IPTS, which has been shown to be an
excellent framework on which to build a parsimonious yet comprehensive model of
suicidal behavior, can advance the science of suicidology by identifying and integrating
causal relationships among identified risk factors for suicidal behavior. Aspects of the
IPTS have also been applied to refugee populations (Ellis et al., 2015), as described
below.
9

O’Connor’s Integrated Motivational-Volitional Model. A more recent model,
the Integrated Motivational-Volitional (IMV) model of suicide put forth by O’Connor
(2011) builds upon components of the IPTS and consists of three phases. The first phase
is a basic diathesis-stress relationship in which pre-existing vulnerabilities interact with
life stress and a person’s environment to activate the Motivational Phase of the model.
The Motivational Phase consists of a series of three sequential stages that have statespecific moderators. Stage one of the motivational phase is the Defeat and Humiliation
stage in which a person has heightened sensitivity to cues that signal defeat and/or
humiliation. The transition from the Defeat and Humiliation stage to stage two, the
Entrapment stage, is moderated by variables that reinforce the link between heightened
sensitivity to defeat and humiliation cues and feelings of entrapment. These moderators
include deficits in social problem solving, memory biases, and rumination. If these
moderators are high, an individual will move to the Entrapment stage in which an
individual feels trapped and without options for taking effective action to change his/her
situation. Motivational moderators such as thwarted belongingness, burdensomeness,
future orientation, social support, etc. impact the transition from the Entrapment stage to
the third stage of the Motivational Phase: Suicidal Ideation and Intent. In this stage, an
individual develops thoughts about suicide and intention to die. The next phase of the
model comprises the Volitional Phase in which suicidal behavior takes place. Volitional
moderators such as the capacity for suicidal behavior, impulsivity, suicide planning,
access to means, etc. are hypothesized to influence the transition from the Suicide
10

Ideation and Intent stage to the Suicidal Behavior stage (O’Connor, 2011). This model,
though more complex and not yet as widely studied as the IPTS, integrates components
of evidence-based models into a comprehensive three-phased model that addresses
weaknesses of many other models of suicide, namely, that the fact that most individuals
with suicidal thoughts and ideation do not go on to make suicide attempts (Kessler et al.,
1999). The IMV model highlights that suicidal behavior is moderated by Volitional
moderators, and if these Volitional moderators are low, then an individual will be
unlikely to make the transition from suicidal ideation to suicidal behavior.
Suicide in Bhutanese Refugee Communities
History of Bhutanese refugees. The history of discrimination of ethnically
Nepalese (known as “Lhotshampa”) Bhutanese residents is substantial. In the late 1800’s,
Nepalese agricultural laborers migrated to southern Bhutan and settled in the region.
These agricultural laborers were quickly joined by contracted laborers who were brought
to the region through the early 1900’s (Hutt, 2005). These agrarian and contract workers
and their decedents were allowed to speak Nepalese, practice their own religion (majority
practiced Hinduism), and maintain their own cultural customs (Gulf Coast Jewish Family
& Community Services: Refugee Services, 2015). In the late 1950’s, Bhutanese law
granted full citizenship to Lhotshampa residents of Bhutan (Hutt, 2005). The governing
bodies of Bhutan began enacting a series of discriminatory legislative actions starting in
the late 1970s and early 1980s and escalating through the early 1990s when protests
erupted following laws that restricted citizenship, linguistic, and cultural practices of
11

ethnically Nepalese people living in Bhutan (Hutt, 2005). Violence, torture, and
systematic oppression against the Lhotshampa became sanctioned by governmental
bodies (Hutt, 2005). State-sponsored programs were enacted that restricted legal rights,
access to education, and economic prosperity (Hutt, 2005).
Ethnically Nepalese individuals from Bhutan were forced to flee to Nepal by way
of India where they were not accepted as citizens (Hutt, 2005; Savada, Harris, & Library
of Congress, 1993). In the mid-1990s, the Nepalese government attempted to negotiate
with the Bhutanese government for the return of 80,000+ Bhutanese refugees living in
Nepalese refugee camps; however, the Bhutanese government did not agree to readmit
these refugees as citizens of Bhutan (Gulf Coast Jewish Family & Community Services:
Refugee Services, 2015; Hutt 2005). By 2001, Bhutanese-sponsored terror and
restrictions on basic rights led to 100,000 refugees living in seven refugee camps in
southern Nepal. The Bhutanese refugee crisis escalated through 2008 when refugees
began resettlement into third countries including the U.S., Canada, and Australia (Gulf
Coast Jewish Family & Community Services: Refugee Services, 2015). Within the U.S.
the largest populations of Bhutanese refugees reside in Pennsylvania, Texas, New York,
Georgia, and Ohio, (Worldwide Refugee Admissions Processing System, 2018). As of
January 2018, over 112,000 refugees resettled in eight with a substantial majority
resettling in the United (United Nations High Commissioner for Refugees, 2018).
Trauma, torture, and psychopathology. One of the most pressing aspects for
any refugee crisis spurred by systematic oppression is the likelihood that refugees have
12

experienced torture, poor living conditions, and general trauma exposure before and after
fleeing their home countries as well as while living in refugee camps. Trauma exposure is
a significant risk factor for eventual psychopathology and other medical and health
related problems, in particular, disorders such as posttraumatic stress disorder (PTSD)
and depression. In one systematic review (Fazel et al., 2005), researchers aggregated data
for nearly 7,000 refugees resettled in Western countries (i.e., members of the
Organisation for Economic Co-operation and Development) to examine the prevalence of
certain psychiatric disorders. They found rates of PTSD to be 9% in studies of 200+
refugees, and 29% in studies up to 200 refugees. Rates of Major Depressive Disorder
(MDD) were slightly lower, with 5% meeting criteria for MDD in studies of 200+
refugees, and 14% in studies up to 200 refugees. Adult refugees tended to have lower
rates of both PTSD and depression (10% and 6%, respectively) compared to children and
adolescents (35% and 12%, respectively). Meanwhile, refugees resettled in the U.S. had
higher rates of both PTSD and MDD (13% and 8%, respectively) compared non-U.S.
countries (9% and 6%, respectively).
Following political conflict, similar base-rate prevalence estimates were found in
a Nepalese representative sample: 9.6% met criteria for PTSD, 27.5% experienced
symptoms consistent with MDD, and 22.9% experienced generalized anxiety symptoms
(Luitel et al., 2013). Across studies and regions, the rates of PTSD, generalized anxiety,
and MDD vary, but there is clear evidence that PTSD, anxiety, and MDD are significant
problems for refugees and residents of conflict zones. The risk of psychopathology
13

continues to be pronounced even after leaving a conflict zone. Compared to voluntary
migrants, refugees resettled in the U.S. had higher rates of specific war-related traumatic
events such as seeing atrocities or carnage (OR=5.79; Rasmussen, Crager, Baser, Chu, &
Gany, 2012). The study by Rasmussen and colleagues (2012) found that refugees had
higher rates than voluntary migrants of exposure to the following: combat, a warzone,
terror, being kidnapped or held hostage, natural and man-made disasters, rape, stalking,
having someone close die unexpectedly, and seeing bad injuries or death. Refugees also
had significantly higher rates of pre-migration PTSD (OR=4.86) and MDD (OR=1.98)
compared to voluntary migrants (Rasmussen et al., 2012). While the Rasmussen et al.
(2012) study is informative for understanding differences in types of traumatic events
experienced by refugees and voluntary migrants, as well as the timing of PTSD and
MDD onset, the prevalence rates of these disorders at the time the study was conducted
may be misleading. The study found no significant differences between refugees and
voluntary migrants on the prevalence of current PTSD or MDD, but this may be the result
of a sampling bias. Nearly 79% of the refugee sample had been living in the U.S. for 11
years or more, which may explain the non-significant differences in current rates of
PTSD and MDD between refugees and voluntary migrants (Rasmussen et al., 2012).
Specific types of trauma, such as torture are particularly prevalent among
Bhutanese refugees resettled in the U.S. and, depending on the sample, estimates are
wide ranging, i.e., from 15% (Ao et al., 2012) to 95% (Adhikari et al., 2015). Torture is
defined by the United Nations Convention Against Torture and Other Cruel, Inhuman or
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Degrading Treatment or Punishment as the intentional infliction of mental or physical
pain in order to intimidate, coerce, elicit information, or simply as a result of
discrimination. Torture is inflicted or endorsed by states, officials, or their designees and
excludes inherent or incidental pain resulting from sanctioned lawful actions (United
Nations, 1984).
Torture status among Bhutanese refugees has been studied in one Nepali refugee
camp (Shrestha et al., 1998; Van Ommeren et al., 2001). In a comparison of 526
Bhutanese refugee torture survivors and 526 non-tortured Bhutanese refugees on a
number of psychiatric sequelae, torture status significantly predicted current psychiatric
disorders including PTSD, MDD, and generalized anxiety (Shrestha et al., 1998). A later
follow-up study (Van Ommeren et al., 2001) with the same participants (torture
survivors: n=418; non-tortured: n=392) using updated diagnostic criteria replicated and
extended previous findings, showing that torture status significantly predicted psychiatric
disorders. Specifically, torture status predicted lifetime rates of posttraumatic stress, pain,
generalized anxiety, dissociative, and affective disorders. Torture status also predicted
12-month prevalence of posttraumatic stress, pain, and dissociative disorders but –
notably – not affective or anxiety disorders. This suggests that posttraumatic stress, pain,
and dissociative disorders may have longer lasting symptomology resulting from torture
than do affective and generalized anxiety disorders (Van Ommeren et al., 2001). Taken
together, these data suggest that torture status at least partially influences the
development of severe psychiatric disorders which can lead to significant impairment. In
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the follow-up study, where data on psychiatric disability were collected, torture status did
not uniquely predict disabilities or impairment in personal care, occupation, social
functioning, or in occupational or household duties. Of the total sample, 22.4% (128/810)
were classified as disabled in at least one of the four disability domains (personal care,
social, household functioning, and occupational functioning); however, the specific
factors associated with disability largely differed between tortured and non-tortured
refugees (Thapa, Van Ommeren, Sharma, de Jong, & Hauff, 2003).
The results of these studies suggest that while a greater number of tortured
Bhutanese refugees experience psychiatric disorders than non-tortured Bhutanese
refugees and often have more co-morbid psychiatric disorders (Van Ommeren et al.,
2001), war conflict more broadly, and torture specifically, constitute significant stressors.
Moreover, these data suggest that all trauma is associated with the development of
psychopathology to some extent; however, the effects of torture and trauma on the
development of severe psychopathology are not absolute. Protective factors such as
certain religious orientations and attitudes towards a political conflict have been shown to
moderate some of the effects of torture and trauma (Luitel et al., 2013; Shrestha et al.,
1998). Based on these findings, supporting and cultivating protective factors that promote
resilience through therapeutic interventions, may (at least partially) mitigate the effects of
trauma and torture.
Suicide among Bhutanese refugees. Relative to the general U.S. population,
Bhutanese refugees resettled in the United States are 2.5 times more likely to die by
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suicide (Ao et al., 2012). This alarming rate, based on data from a Centers for Disease
Control and Prevention (CDC; 2012) study, is likely an underestimate. A recent study of
Bhutanese refugees in Ohio found that 21% of participants reported having a family
member who died by suicide, 4X more than the 5% who endorsed the same question in
the CDC’s study (Adhikari et al., 2015). Between 2009 and 2012 (the latest year data in
which aggregate data are available), there were 16 confirmed deaths by suicide among
Bhutanese refugees living in the U.S.; 7 of the confirmed suicides also had family
members or close friends who died by suicide, suggesting a contagion-type effect (Ao et
al., 2012). Moreover, all suicides occurred well within the first year of arrival in the U.S.
(median = 7.4 and 1.1 months between arrival in the U.S. and suicide for males and
females, respectively; Ao et al., 2012). Current estimates of suicidal ideation among
Bhutanese refugees are dramatically lower than expected given the high rate of suicide
within this population (Adhikari et al., 2015; Ao et al., 2012). With an estimated 1012,000 refugees remaining in Nepalese refugee camps, there is a crucial need for
identifying culturally sensitive, accurate, and early risk factors for suicidal behavior to aid
in detecting individuals within the Bhutanese refugee population at risk for suicide.
The need to address the Bhutanese refugee suicide epidemic is recognized by
agencies and researchers across the globe. Extensive work to gather quantitative and
qualitative data on suicide risk factors among Bhutanese refugees living in the Nepalese
refugee camps was conducted by International Organization for Migration (IOM)
researchers Schininà et al. (2011). As part of their work, the group conducted 9
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psychological autopsies on a randomly selected group of fatal suicide attempters who
made their fatal attempts in the Nepalese refugee camps. The IOM group also conducted
5 clinical interviews with individuals who attempted suicide in Nepalese refugee camps.
Schininà et al. (2011) found that the most commonly reported risk factors of suicide
attempts were untreated mental illness (especially MDD), alcohol abuse (not necessarily
reaching clinical levels), and a history of suicide attempt(s) (fatal or non-fatal) within
their family. Within the camps, researchers found all fatal suicide acts were made by
hanging, and that attempts were typically impulsive in nature. Another major risk factor
among those interviewed by the IOM was a change in the role of family responsibilities
(i.e., former providers no longer serving as providers). Additionally, feelings of shame
and poor distress tolerance were cited as significant risk factors for suicide attempts
among those interviewed.
A 2012 study by the researchers at CDC replicated and extended many of the
findings outlined in Schininà et al., (2011). The CDC also employed psychological
autopsies in order to assess the circumstances surrounding suicides of Bhutanese refugees
resettled in the U.S. CDC researchers, Ao and colleagues (2012) conducted psychological
autopsies on 14 of 16 confirmed Bhutanese refugee suicides that occurred between 2009
and 2012. The demographic makeup of the sample suggests that Bhutanese males are at
higher risk of fatal suicide attempts than females. Additionally, marital status and family
provider status emerged as critical risk factors. Seventy four percent of the sample was
married and 71% were not primary providers but were traditionally expected to be a
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primary provider, replicating results from Schininà et al. (2011). Religion and time in the
U.S. also appeared to be significant risk factors; 79% of confirmed suicides identified as
Hindu, and the median time between arrival and death was 7.4 months for males and 1.1
month for females. This finding may mirror the finding in the broader U.S. population
that the greatest risk of suicide occurs within the first 12 months following the onset of
suicidal ideation (Kessler et al., 1999; Nock, Borges, Bromet, Alonso, et al., 2008). As in
the Schininà et al. (2011) study, nearly all suicides occurred by hanging (92%). However,
perhaps most concerning for suicide prevention efforts, was the finding that 57% of
respondents (i.e. family or friends) believed the suicide to be impulsive and 46% did not
recall signs that suicide was imminent. This suggests that prevention efforts relying on
the presence of suicide plans and ideation prior to an attempt are more likely to miss atrisk individuals.
As suicide fatalities can be reduced through proper identification of suicidal
behavior and subsequent intervention (Mann et al., 2005), there is a critical need to
identify at-risk individuals. Given that suicide risk in the U.S. is greatest within the first
12 months following the onset of suicidal ideation, prevention work typically aims to
identify clinically useful risk factors that follow the onset of suicidal ideation, but precede
suicide attempts (Kessler et al., 1999; Nock, Borges, Bromet, Alonso, et al., 2008).
However, Bhutanese refugees show low rates of suicidal ideation (3-6.2%; Ao et al.,
2012; Adhikari et al., 2015) compared to the cross national (9.2%) and general U.S.
population (13.5%) rates of suicide ideation (Kessler et al., 1999; Nock, Borges, Bromet,
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Alonso, et al., 2008). Moreover, Bhutanese refugees living in the U.S. have a
significantly elevated rate of suicide (age-adjusted rate: 24.4/100,000; Ao et al., 2012)
when compared to that of the general U.S. population (age-adjusted rate: 12.93/100,000;
National Center for Health Statistics, 2014). These data highlight that risk assessments
predicated on the presence of suicidal ideation would result in under-identification of
those Bhutanese refugees at risk for suicide. Furthermore, suicidal ideation is stigmatized
within the Bhutanese culture; therefore, relying on traditional risk factors (e.g., suicidal
ideation) as the sole indicator of suicide risk may not be culturally responsive. Suicide
screening tools in Bhutanese refugees require the inclusion of novel, more proximal, risk
factors. Improved assessment and identification of Bhutanese refugees at-risk for suicide
represents a significant empirical gap. A conceptual model of how incremental steps
toward suicide develop in Bhutanese refugees is needed to develop culturally-informed
prevention efforts.
Application of theoretical models of suicide to Bhutanese refugees. Only one
published study to date attempted to demonstrate the utility of a theoretical model for
suicidal behavior, the IPTS, among Bhutanese refugees. Ellis and colleagues (2015) used
data collected as part of the original CDC study (Ao et al., 2012) and examined
participants’ physical health, psychiatric diagnostic status, traumatic experiences, postmigration challenges, social support, and IPTS-consistent measures of perceived
burdensomeness and thwarted belongingness. Among other risk factors that replicate
previous research, Ellis and colleagues (2015) showed an association between IPTS20

consistent risk factors and suicidal ideation. Specifically, they found that Bhutanese
refugees who endorsed suicidal ideation presented with higher perceived burdensomeness
and lower interpersonal belonging than Bhutanese refugees who did not express suicidal
ideation. However, one limitation of Ellis and colleagues’ work was that suicidal ideation
was the only indicator of suicide risk examined. Researchers asked participants whether
or not they had ever seriously thought about suicide and if participants responded
affirmatively, only then were probing questions asked. The effect of this may be a failure
to capture the full spectrum of suicidal ideation and subsequent risk of suicidal behavior
in the sample, evidenced by an unusually low rate (3%) of suicidal ideation (Ao et al.,
2012). As previously mentioned, Bhutanese refugees have relatively low rates of suicidal
ideation, yet extremely high rates of suicide. Ellis and colleagues’ findings are an
important first step in understanding the role of social isolation and perceived
burdensomeness in the development of suicidal ideation; however, there is a need for a
comprehensive conceptual framework that accurately identifies all Bhutanese refugees at
risk for suicide, by including proposed precursors to, and mechanisms of, suicidal
behavior.
Purpose and Specific Aims
Improved assessment and identification of Bhutanese refugees at-risk for suicide
represents a significant empirical gap. A conceptual model of how incremental steps
toward suicide develop in Bhutanese refugees is needed to develop culturally-informed
prevention efforts. The current project capitalizes on prior support for the IPTS within the
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Bhutanese refugee population by using a model-driven approach to provide initial
evidence for proximal predictors of incremental steps towards suicidal behavior, broadly
defined. Expanding the search for risk factors beyond self-reported suicidal ideation,
guided by theory and prior research, more accurately captures the breadth of suicide risk
in the Bhutanese refugee population. This project is intended to yield initial evidence
supporting a set of clinically useful and culturally sensitive risk factors leading to more
timely identification of individuals at risk for suicidal behavior. Furthermore, the current
study, lays the foundation for using culturally-sensitive risk factors to be used to
discriminate between individuals at risk for various incremental steps towards suicide.
This work includes data from 60 Bhutanese refugees resettled in Vermont. The
Bhutanese community in Vermont has continually grown since 2008. Currently, it is
estimated that the Bhutanese refugee population in Vermont is over 2,051 (Worldwide
Refugee Admissions Processing System (WRAPS), 2018), though this number is
considered an underestimate due to postmigration resettlement. The current study
contributes to an underdeveloped literature and a critical need for larger suicide
prevention efforts such as those put forth by the Royal Bhutanese government (Royal
Government of Bhutan, 2015).
Aim 1
To test aspects of a comprehensive conceptual model (Appendix A) of suicidal
behavior by examining incremental risk factors for suicide including suicidal desire,

22

suicidal ideation, thwarted belongingness, and perceived burdensomeness in a Bhutanese
refugee community.
Hypothesis 1A. Higher perceived burdensomeness and thwarted belongingness
will each independently predict higher levels of desire for death and thoughts about one’s
own death.
Hypothesis 1B. The interaction of perceived burdensomeness and thwarted
belongingness will predict desire for death and thoughts about one’s own death.
Hypothesis 1C. Higher levels of suicidal desire and higher levels of suicidal
ideation will each be uniquely predictive of suicidal behavior.
Aim 2
To test the relative contributions of suicidal desire and suicidal ideation as risk
factors for suicidal behavior in a Bhutanese refugee community.
Hypothesis 2A. Suicidal desire will contribute additional risk of suicidal
behaviors, after controlling for suicidal ideation.
Hypothesis 2B. The interaction of suicidal desire and suicidal ideation will not
capture unique variance in suicidal behavior above and beyond the main effects of
suicidal desire and suicidal ideation.
Conceptual Model
This project examines preliminary evidence for proposed and identified risk
factors for suicidal desire, ideation, and behavior in Bhutanese refugees. Based on the
IPTS (Joiner, 2005), the proposed conceptual model (Appendix A) posits that (1) higher
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levels of perceived burdensomeness and higher levels of thwarted belongingness each,
independently, predict increases in suicidal desire and ideation. Based on previous work
by Ellis and colleagues (2015), Bhutanese refugees with suicidal ideation have elevated
levels of both perceived burdensomeness and thwarted belongingness, but the extent to
which each of these constructs contribute to suicidal desire and ideation is unknown. The
proposed model also examines (2) the extent to which the interaction of perceived
burdensomeness and thwarted belongingness contributes to suicidal desire and suicidal
ideation, separately. Based on the IPTS, higher perceived burdensomeness and higher
thwarted belongingness, together, predict suicidal ideation. Work by Adhikari and
colleagues (2015) and Ao and colleagues (2012), however, shows unusually low rates of
suicidal ideation among the Bhutanese refugee population. The proposed conceptual
model suggests that the interaction of perceived burdensomeness and thwarted
belongingness also predicts higher suicidal desire in addition to suicidal ideation.
Finally, the model proposes (3) that suicidal desire captures additional risk of suicidal
behavior above and beyond suicidal ideation, alone. The proposed conceptual model
represents a preliminary adaptation of well-established proximal risk factors of suicidal
behavior to aid in identifying the earliest and most accurate warning signs for suicide risk
in Bhutanese refugees to date. Additionally, the model examines the expected influence
of each risk factor on suicidal behavior. Facets of the proposed conceptual model, in
addition to the complete model, were explored in depth in order to provide support for a
set of clinically useful risk factors for suicidal behavior in Bhutanese refugees. This study
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lays the groundwork for future longitudinal tests of the proposed risk factors for suicidal
behavior and will allow for the development of interventions designed specifically to
reduce suicidal behavior among Bhutanese refugees.
Methods
Project Design
The present project is designed to (1) advance knowledge of proximal risk factors
that may aid in the early identification of Bhutanese refugees who develop suicidal
desire, ideation, and behaviors, and (2) aid in the development of culturally sensitive
measures for suicide risk. This study will employ methods used in Community-Based
Participatory Research (CBPR) in order to involve key stakeholders in the design and
implementation of the research protocol. Community cultural consultants affiliated with
the University of Vermont and with the Association of Africans Living in Vermont
(serving a substantial Bhutanese refugee constituency) have been involved in the
development and implementation of the current project to ensure the project meets the
needs of the Bhutanese refugee community. The current research protocol operates in
close association with the refugee mental health service, Connecting Cultures,
spearheaded by Karen Fondacaro, Ph.D. Bhutanese refugees living in the New England
region (n=60) were recruited through a network of community organizations that provide
religious, health, behavioral, employment, and interpreter services to refugee populations
in the greater New England region. Individuals meeting inclusion criteria (detailed
below) were presented with the opportunity to participate in this study. The research team
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provided participants with a written and verbal consent process in Nepalese or English
(depending on the comfort of the participant). After providing consent, participants
completed a series of questionnaires via an in-person interview with an interpreter.
Assessments included: (1) basic demographic information; (2) desire to be dead, suicidal
ideation, and suicidal behaviors; (3) proximity to a suicide; (4) acceptability of suicide;
(5) perceived burdensomeness and thwarted belongingness; (6) emotional distress; (7)
domestic violence, (8) substance use, (9) post-migration stressors, (10) gambling
behavior, (11) and qualitative measures on the causes of, and solutions to, suicide deaths
among Bhutanese refugees. Participants are provided with monetary compensation,
information about suicide prevention, community mental health resources, and a brief
overview of strategies for reducing acute distress, and a personalized safety plan that
incorporates distress tolerance skills and behavioral activation.
Recruitment Strategy
Between 2008 and April of 2018, over 2,051 Bhutanese refugees have resettled in
Vermont (Worldwide Refugee Admissions Processing System (WRAPS), 2018),
however, this number is likely an underestimate as it is not adjusted to account for
postmigration resettlement. In partnership with cultural consultants, refugee agencies, and
service providers, including The New England Survivors of Torture and Trauma
(NESTT), Connecting Cultures, Vermont Refugee Resettlement Program (VRRP),
Association of Africans Living in Vermont (AALV), and Age Well, and the Winooski,
VT School District, the study team recruited a general community sample of 60
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Bhutanese refugees, aged 18 to 65, to participate in this study. Recruitment procedures
were consistent with prior CBPR practices (Minkler & Wallerstein, 2008) and
incorporated direct advertising, word of mouth, agency referrals, and snowball sampling
techniques.
Participants
A total of 60 adult Bhutanese refugees (UNHCR refugee status from Bhutan)
were recruited from the greater Vermont region. The demographic characteristics of the
recruited sample are listed in Table 1 and reflect the characteristics of the Bhutanese
refugee population. Participants were eligible for inclusion if they held UNHCR refugee
status from Bhutan, were adults between the age of 18 and 65, had the ability to consent
to all study procedures. Exclusion criteria included: children (age < 18) and adults aged
66 and older, the inability to consent in English or via an interpreter due to mental or
physical incapacity, a place of birth other than Bhutan or a Nepali refugee camp, 0 days
in one of the 7 United Nations Nepali refugee camps, concurrent treatment for dementia
or other serious mental illness (e.g., untreated schizophrenia and acute psychosis or
mania).
Use of Interpreters
Given that the majority of participants were not anticipated to be fluent in
English, an interpreter fluent in Nepali and English was present at each study session in
which a participant was not fluent in English. Interpreters all previously worked within
medical and psychological settings and completed HIPAA and IRB Human subjects
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training. Interviews took place at either a local community center (Association of
Africans Living in Vermont) or at a local community mental health clinic (Vermont
Psychological Services). All study visits took place in a private room with only the
research staff, interpreter, and participant in order to protect the confidentiality of
participants. Based on feedback from early participants, requesting additional anonymity
from interpreters, we implemented procedures that offered participants’ additional control
over the level of privacy during the study visit. When scheduling with participants, we
asked if participants had objections to, or preferences for any of the interpreters on our
current roster. We also took active steps to prevent interpreters from being able to see
participants names or telephone numbers on forms when scheduling participants by
keeping materials in opaque folders. Finally, we asked participants at the time of
scheduling (pre-study visit) if the participant wanted a temporary room divider between
the participant and the interpreter minimizing the likelihood that the interpreter would be
able to see the participant. This procedure was offered to 31 participants who participated
after 10/10/2017.
Procedures
This cross-sectional study was designed to take approximately 1.5-2 hours for all
study procedures to be completed. All participants who indicated interest in the study and
met inclusion criteria were asked to provide written and/or verbal informed consent.
Research staff ensured that all study procedures were understood, agreed to, and all
informed consent documents were signed prior to the administration of any study
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procedures. Since some participants were unable to read or write in any language, study
staff via an interpreter administered each of the measures (detailed below) in an interview
format. After all measures were administered, suicide-related instruments were
immediately scored.
Following study procedures, participants received non-monetary incentives for
participation; these incentives included psychoeducation about mental health, suicide
prevention, and domestic as well as sexual violence prevention resources. Each
participant who endorsed any suicide-related construct (ideation or desire to be dead),
was provided with a brief overview of strategies for reducing acute distress (e.g.,
grounding exercises) and a personalized safety plan that incorporates distress tolerance
skills and behavioral activation. All participants also received a $20 gift card to a local
grocery store.
Participant Safety
Given the nature of the questions being asked, it was possible that the participants
would become distressed during their visit. If at any point the participants became visibly
distressed (e.g., crying), they were asked if they wished to continue and were given the
opportunity to take a break from the questions and complete a coping/grounding exercise.
Additionally, it was possible that participants disclosed current suicidal desire, ideation,
and behaviors. Any endorsement of suicidal desire, ideation, or behaviors on the BSS or
SBQ-R above “not at all” received an in-depth risk assessment immediately following the
interview. We never encountered imminent risk. However, the plan for addressing
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imminent risk was as follows: First, call Adult Crisis, a local 24-hour crisis hotline,
during the research visit. Second, call Karen Fondacaro, Ph.D., a doctoral level licensed
psychologist and Director of Vermont Psychological Services (or a designated licensed
psychologist). All participants with any suicidal ideation or desire to be dead were
provided with referrals for local mental health facilities, outpatient resources, and a 24hour crisis intervention center.
Measures
Demographics form. Participants completed the demographics form, consisting
of 21-items that gather information surrounding the individuals’ demographics including
date of birth, marital status, income, primary language, refugee status, overall health, etc.
Wish to be Dead Scale (WDS): The Wish to be Dead Scale (Lester, 2013) is a
10-item measure with two formats, a dichotomous True/False format (used in the current
proposal) and a Likert scale (1-6, Strongly Disagree to Strongly Agree). Both formats
perform similarly (Lester, 2013). Analyses of the factor structure of the scale have shown
between 1 (desire for death; Lester, 2013) and 3 (lack of purpose and usefulness in life,
lack of interest in living, fantasizing about being dead; Dadfar, Lester, Atef Vahid, &
Abdel-Khalek, 2016) factors. The measure has been shown to have good construct
validity and is associated with, but distinct from, suicide ideation (Dadfar, Lester, &
Vahid, 2016; Lester, 2013). The WDS has been used in multicultural contexts and retains
adequate to good reliability and internal consistency with Cronbach’s alphas ranging
from 0.73 to 0.83 depending on the language used.
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Beck Scale for Suicide Ideation (BSS). The BSS (Beck & Steer, 1991) used in
this study consists of 19 items that have been shown to assess extent and intensity of
current suicidality, with two supplemental items: one item that assess past non-fatal
suicidal behavior and a second item that assess the intent of any reported non-fatal
suicidal behavior. Five specific subscales have been identified on the BSS; Intensity of
Ideation (4 items), Active Desire (5 items), Planning (3 items), Passive Desire (5 items),
and Concealment (2 items). Each of the 21 items asks a participant to choose one of three
responses that best describes how they have been feeling in a given domain over the past
week (including today). Possible descriptors are presented in ascending order of severity,
0 describes a complete absence of the suicide-related symptom, 1 describes the presence
of a suicide-related symptom at a moderate level, and 2 describes the presence of a
suicide-related symptom at a strong level. A total score of 0-38 can be generated, with
higher scores representing more intense suicidality. The BSS demonstrates content,
concurrent, construct, and discriminant validity, high internal consistency with
Cronbach’s alphas ranging from .87 to .90 in clinical samples with suicide ideation (Beck
& Steer, 1991).
Although in a traditional administration of this measure, 5 screening items would
be presented in order to assess for the presence of broad suicidal ideation, and if
responses to each of these 5 items is 0, administration typically stops as it is assumed that
no suicidality is present. However, explicit endorsement of suicidal ideation is often
underestimated among Bhutanese refugees (Adhikari et al., 2015). Thus, in order to
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capture the breadth of base-rate suicide-related symptoms in this study, all 19 core items,
plus two supplementary items asking about past attempts, were administered to
participants. Due to initial funding constraints, the two supplementary questions assessing
past non-fatal suicidal behavior and intent of any reported non-fatal suicidal behavior
(item 20 & 21) were initially omitted from the original protocol. Once NIMH funding
was secured, items 20 & 21 were integrated into the protocol and IRB permission was
gained to re-contact 36 participants for whom these questions were originally omitted.
Verbal consent via a telephone call was obtained.
Suicidal Behavior Questionnaire-Revised (item #3). The single item from the
Suicide Behavior Questionnaire-Revised (SBQ-R; Osman et al., 2001) supplements the
BSS suicidal behaviors/preparatory actions subscale by adding a single item that captures
whether an individual has ever told anyone that they would commit suicide. This is a
preparatory action that is not readily captured by the BSS suicidal behaviors/preparatory
action subscale. The item will be scored on a 0-2 scale ranging from 0: never to 1: once,
but did not really want to die/once, and really wanted to die, to 2: more than once, but
did not really want to die/more than once, and really wanted to die. The SBQ-R as a
complete measure has been validated in clinical and non-clinical samples and has
adequate specificity to differentiate suicide ideators from non-ideators. The SBQ-R
demonstrated good internal consistency in clinical and non-clinical samples with
Cronbach’s alphas ranging from .76 to .88 (Osman et al., 2001).
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Closeness to a suicide. Participants completed the following yes/no questions
that have been used in prior studies (Ao et al., 2012; Kleiman, 2015) as approximations
of whether an individual knows of and feels close to an individual who died by suicide.
"Have you ever personally known anyone who made a suicide attempt?" [yes, no]; "Have
you ever personally known anyone who completed suicide?" [yes, no]; “Were you
emotionally close to any of these people who died by suicide?” [yes, no]; “Has anyone in
your family ever committed suicide?” [yes, no]; “Has anyone you know well, such as a
close friend or neighbor, ever committed suicide? [yes, no].
Acceptability of suicide. We asked participants to answer questions assessing the
acceptability of suicide that have been used in prior research (Davis, Graubard, Hartman,
& Stillman, 2003; Joe, Romer, & Jamieson, 2007) and modified to fit the needs of this
study. Specifically, participants were asked to rate the following statements: "I think it’s
ok to end your life if you are tired of living" [very true, somewhat true, not at all true] and
"I think it’s ok to end your life if you don’t see any reason to keep on living" [very true,
somewhat true, not at all true].
Interpersonal Needs Questionnaire (INQ). Participants completed the 15-item
INQ (Van Orden, Cukrowicz, Witte, & Joiner, 2012) in order to assess constructs of
perceived burdensomeness (extent to which an individual feels that they are a burden to
others) and thwarted belongingness (the extent to which an individual feels or does not
feel that they are connected with others). The INQ consists of 9 statements that measure
perceived burdensomeness and 6 statements that measure thwarted belongingness.
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Statements are rated on a 7-point Likert scale with anchors at 0 (not at all true for me) to
6 (very true for me). The 15-item version of the INQ has demonstrated content,
convergent, and divergent validity on the perceived burdensomeness subscale, and
content and convergent validity were demonstrated for the thwarted belongingness
subscale in clinical, analogous, and community samples (Van Orden et al., 2012). A brief
12-item version of this measure has been used to assess these constructs in Bhutanese
refugees resettled in the United States (Adhikari et al., 2015; Ao et al., 2012), and has
been shown to be valid and reliable, with reliability estimates in one study ranging from
.67 to .70 depending on the construct (Ellis et al., 2015).
Refugee Health Screener – 15 (RHS-15). The RHS-15 is a brief 15-item
screening tool to assess for the presence of a single factor, emotional distress, primarily
due to one of three core areas: anxiety, depression, and or posttraumatic stress (Hollifield
et al., 2013). Thirteen items assess the degree to which a symptoms of emotional distress
have been bothersome over the last for weeks using a Likert scale of 0-4 (not at all extremely), one item assesses the extent of one's ability to cope with these symptoms
using the same 0-4 Likert scale, and a final item assesses the degree of distress the
symptoms cause using a "Distress Thermometer" (Hollifield et al., 2013). The measure
has been shown to be a valid screening tool for emotional distress and has shown good
reliability and internal consistency across a variety of languages and cultures with a
Cronbach’s alpha across all versions of 0.951 and in Nepali, specifically, 0.94 (Hollifield
et al., 2013).
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Domestic violence. Three questions assessed whether a participant has
experienced (1) threatened physical violence from a domestic or intimate partner, verbal
abuse from an intimate partner, and pressure to have sex with an intimate partner even if
not desired. These questions were derived from questions used in a Center for Disease
Control and Prevention study (Ao et al., 2012) and were adapted in collaboration with
cultural consultants in the Vermont Bhutanese community.
Substance use. Six questions assessed whether a participant currently uses any of
the following substances and the frequency and quantity of each: Cigarettes, chewing
tobacco, betel nut/paan, alcohol, and marijuana. These questions were co-created in
collaboration with cultural consultants in the Vermont Bhutanese community.
The Postmigration Living Difficulties Checklist (PmLD). The PmLD is an 18item measure derived from the 22-item original Postmigration Living Difficulties
Checklist (Laban, Gernaat, Komproe, van der Tweel, & De Jong, 2005) based on
feedback from cultural consultants. The measure highlights common post-migration
stressors experienced by refugees and new immigrants. The measure was tailored to
specifically fit the Bhutanese refugee community based on specific feedback from
cultural consultants. The measure assesses the degree to which a stressor is experienced
using a Likert scale (0-3; not at all - extremely). If individuals never experienced a
particular issue, these were treated as 0 or not at all problematic.
Brief Biosocial Gambling Screen (BBGS). The BBGS (Gebauer, LaBrie, &
Shaffer, 2010) is a three-item screening questionnaire that assesses for the presence of
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problematic gambling behaviors and subsequent financial hardships. Due to initial
funding constraints, this measure was also administered only to last 24 participants.
Qualitative measures. Two unstructured qualitative, items were asked of a subset
of participants as part of the proposed pilot project in order to aggregate qualitative data
on possible suicide prevention measures and causes. (1) Why do you think suicide is such
a large problem in the Bhutanese refugee community? Specifically, what factors do you
believe contribute to death by suicide among some refugees from Bhutan? (2) What are
possible suicide prevention measures that can be taken to reduce suicide deaths among
Bhutanese refugees who might be at risk?
Translation of Measures
The research team utilized translated measures that have been previously
translated and used for this population when available. For unavailable measures, other
than the qualitative measures which were interpreted during each visit rather than
translated, we used translation and item modification procedures similar to those used in
previous work with refugee populations (Beaton, Bombardier, Guillemin, & Ferraz,
2000). Colloquialisms were removed from English measures by the research staff. A
professional interpreter fluent in both English and Nepali then conducted forward
translations from English to Nepali. Two community members fluent in both English and
Nepali individually back translated measures. Then, two translators met with research
staff and discussed each item and any discrepancies until a consensus was reached. After
a consensus was reached, a translator made grammatical corrections to the Nepali text
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and one back translator verified that the translated text matched the original intent of the
English question. This process ensured newly translated measures contained culturally
valid item phrasing (e.g., idiomatic phrases such as “feeling blue” were reworded to
“feeling sad” in order to access the intended construct in populations less familiar with
culturally-bound idioms and phrases).
Data Analytic Plan
All analyses were conducted using R version 3.4.3 (R Core Team, 2017) with the
following packages: car (Fox & Weisberg, 2017), countreg (Zeileis & Kleiber, 2018),
ggplot2 (Wickham & Chang, 2016), MASS (Ripley, 2017), plyr (Wickham, 2016), pscl
(Jackman, Tahk, Zeileis, Maimone, & Fearon, 2017), psych (Revelle, 2018). The
hierarchical logistic regression (outlined in Aim 2A) was conducted using IBM/SPSS
Statistics version 24 (IBM Corp., 2016).
Analytic plan for Aim 1. To test aspects of a comprehensive conceptual model
(Appendix A) of suicidal behavior by examining incremental risk factors for suicide
including suicidal desire, suicidal ideation, thwarted belongingness, and perceived
burdensomeness in Bhutanese refugees.
Aim 1 analyses explore the roles of perceived burdensomeness and thwarted
belongingness in the development of the desire for suicide, suicidal ideation, and suicidal
behaviors in a general sample of Bhutanese refugees. At the time of project proposal, the
primary data analytic approach for this aim was a series of multiple linear regressions,
which would require the use of composite summary scores for each of the measured
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constructs. These constructs allowed cross sectional data to be modeled as a series of
regressions that would provide preliminary data on the associations between measured
constructs. However, following data collection, it became apparent that our primary
outcome measures (BSS, WDS, and SBQ-R #3, which asks if an individual ever
disclosed their desire/intent to engage in suicidal behavior) reflected typical patterns in
the rarity of suicidal ideation and suicidal desire, resulting in positively skewed
distributions with an over-representation of zero ideation, suicidal behavior, and/or desire
to be dead. This over-representation of zeros and non-normal distribution violates the
assumptions of general linear regression. In order to address this issue, we employed a
series of hurdle models. Hurdle models are used most frequently with count data and are
useful in situations where data is positively skewed, has a lower bound of zero, and a
significant over-representation of zeros (Atkins, Baldwin, Zheng, Gallop, & Neighbors,
2013). We followed the data analytic methodology used in previous studies of suiciderelated data (Jobes et al., 2017). Hurdle models assume that zero and non-zero data are
generated from two different processes, whereby individuals who have not experienced
any suicidal ideation, desire, or behavior are qualitatively different from individuals who
report non-zero levels of suicidal ideation, desire, and behavior. This captures an
underlying assumption of our data, namely that individuals who are at risk for suicide
have at least some non-zero suicidal ideation, desire, or behavior. The hurdle model splits
the data into two: Dichotomizing the dependent variable into zero and non-zero so that a
logistic regression can be performed, and then applying a regression analysis to the non38

zero data in order to determine the extent to which degree of ideation, desire, and
behavior might be associated with any given predictor or outcome. Hurdle models that
leverage logistic and linear regression models do not account for specific measurement
error and are useful analytic tools for preliminary cross-sectional studies, such as this
one, to examine associations among measured constructs.
A hurdle model was used to test the following hypotheses: (1A) higher perceived
burdensomeness and thwarted belongingness will each independently predict desire to be
dead and suicide ideation (zero vs. non-zero and zero-truncated levels); (1B) the
interaction of perceived burdensomeness and thwarted belongingness will predict both
desire to be dead and suicidal ideation (zero vs. non-zero and zero-truncated levels).
While we originally intended to use the same (multiple linear regression) methodology to
test our hypothesis (1C) that higher levels of desire to be dead and higher levels of
suicidal ideation will each be uniquely predictive of suicidal behavior (zero vs. non-zero),
we found that only two individuals endorsed any suicidal behavior in the week prior to
their participation in our study (of these two participants, each endorsed only one suicidal
behavior). As a result of the low rates of reported suicidal behavior, planned analyses
using multiple linear regression, or even a hurdle model, would have been inappropriate
as they would be modeling data based on only two individuals. Subsequently, hypothesis
1C could not be tested as originally planned. In order to explore whether there was any
association between suicidal behavior, suicidal ideation, and desire to be dead; we used
Fisher’s Exact Tests to examine whether suicide attempt history (present or absent) – not
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suicidal behavior in the last week – was associated with either the presence or absence of
non-zero suicide ideation and, in a separate model, the presence or absence of non-zero
desire to be dead.
Analytic plan for Aim 2. To test the relative contributions of suicidal desire and
suicidal ideation as risk factors for suicidal behavior in Bhutanese refugees.
Due to the low incidence of suicidal behavior within the week prior to study
participation (assessed via the BSS planning and concealment subscales) as well as the
low variability within levels of suicidal behavior, Aim 2 analyses could not proceed using
originally planned methods (hierarchical linear regression). Despite the limited variability
within suicidal behaviors, we utilized hierarchical logistic regression analyses, which, in
theory, allow for the ability to isolate the variance explained by each construct by
sequentially adding constructs to the model. We used hierarchical logistic regression to
test whether (2A) the wish to be dead contributes additional risk of suicidal behavior
above and beyond suicidal ideation, and whether (2B) the interaction of desire to be dead
and suicidal ideation did not capture unique variance in suicidal behavior above and
beyond the main effects of suicidal desire and suicidal ideation. Because we collected
data with limited variability in suicidal behavior, and any model tests would require
extreme caution when interpreting model results, we also employed a series of two-tailed
independent samples t-tests in order to capture whether individuals who reported any
suicidal behavior in the week leading up to participants’ visits (present or absent)
experienced more intense suicidal ideation and/or more intense desire to be dead.
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Power Considerations. Power is the probability of obtaining statistical
significance (e.g., p < .05) over many replications when the alternative hypothesis is true
(Kline, 2013), and proper power analysis is done prior to collecting data (Kline, 2013).
G*Power 3.1 was used to calculate the minimum sample size required (given a power
level of .80) to reject a null hypothesis for the proposed regression analyses in Aim 1 (the
more restrictive of the two aims). Based on an estimated alternative squared population
correlation coefficient (H1ρ²=.22) and four predictor variables, a minimum sample size of
59 would be needed to reject a null hypothesis (subsequently, a target sample size of 60
was sought).
Results
Sample Characteristics
Our full sample consisted of 60 eligible participants. A total of 62 individuals
provided informed consent, however, two individuals were deemed ineligible part-way
through the protocol upon learning that they did not meet the country of origin inclusion
criteria; their participation was terminated, and their data excluded from analyses. We
present basic demographic characteristics of our sample in Table 1, basic descriptive
statistics (i.e., Mean, SD, SE, and Chronbach’s alpha) of all measures used in Table 2,
and Pearson correlations coefficients of all continuous- and count-based measures in
Table 3.
The gender distribution of our sample mirrors that of prior epidemiological
samples. In prior studies, women made up 40-47% of recruited samples (Adhikari,
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Yotebieng, Acharya, & Kirsch, 2015; Ao et al., 2012). Our sample comprises 31 (52.5%)
men and 29 (47.4%) women. Mean age for men was 43.71 (SD=10.5) and 38.21
(SD=10.8) for women. Nearly all (57/60, 95%) participants were born in Bhutan and
were living in one of seven Nepali refugee camps prior to arrival in the U.S.; three
participants were born inside the refugee camps. Participants spent approximately two
decades living in Nepali refugee camps (M=20.15 years; SD=4.23). The vast majority of
our sample (45/60, 75%) was married, and 11.6% (7/60) and 8.3% (5/60) of our sample
was separated and divorced, respectively. Participants primarily identified as Hindu
(39/60, 65%). Participants identifying as Buddhist (10/60, 16.7%) or Christian (8/60,
13.3%) were similarly represented in our sample. The majority of participants fell into
the Bahun (12/60, 20%) and Chhetri (22/60, 36.7%) castes. A large minority of our
sample identified as belonging to a caste or ethnicity that did not fall into any of five aprioi-defined categories. About half our sample was able to read English (31/60, 51.7%),
and a large majority was able to read Nepali (45/60, 75%). Over half our sample was
employed at the time of their participation (36/60, 60%). Of those who were employed,
11 (30.6%) held caregiving jobs, 11 (30.6%) held custodial jobs, 10 (27.8%) held
manufacturing jobs, 2 (5.6%) worked in dining service jobs, 1 (2.8%) worked in health
care, and 1 (2.8%) worked in education. Over eighty percent (29/36) of employed
participants expressed that they were either “very” or “somewhat” satisfied with their job,
16.7% (6/36) expressed only “a little” satisfaction with their current occupation.
Participants generally worked full-time (M=37.66 hours worked; SD=10.94); however,
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25% (15/60) of our sample was unable to work, most often the result of a medical issue.
A substantial minority of participants were unemployed at the time of their participation
(8/60, 13.3%), and a single person (1.7%) noted that they served as a primary caregiver
but did not earn any income from this. The vast majority of participants had children
(57/60, 95%), the number of children ranged from 0-7 (M=2.33; SD=1.46). Only four
participants who had children (6.7%) did not live in the same house as their children. All
but one participant (59/60, 98.3%) lived in stable housing (rented or owned). The mean
number of people living in a participant’s home was 5.18 (SD=2.21). Generally,
participants felt “very” (35/60, 58.3%) or “somewhat” (20/60, 33.3%) satisfied with the
community support they had available in Vermont; only one individual (1.7%) expressed
no satisfaction at all with their community support. A large majority (50/60, 83.3%) of
participants had regular contact with at least one community organization or institution.
Half (30/60, 50%) the sample characterized their physical health as being either “fair” or
“poor.” Only 33.3% (20/60) characterized their health as being “excellent” or “very
good.” A minority of our sample (12/60, 20%) was currently in treatment for any mental
health-related issue.
Postmigration stressors. Postmigration living difficulties were common among
participants in our sample. Participants endorsed a mean of 5 postmigration stressors out
of 18 possible items. The top three most frequently endorsed items included language
barriers (22 individuals endorsed), a lack of choice over one’s future (13 participants
endorsed), and lack of transportation (nine participants endorsed). Language barriers
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(M=2.12; SD=.99) and lack of choice over one’s future (M=1.17; SD=1.27) were also the
most problematic postmigration stressors for participants. See Table 2 for additional
descriptive statistics.
Substance Use. Substance use was a prominent feature among our sample, with
over half of our sample reporting some substance use (35/60, 58.3%). Betel nut/Paan,
widely consumed addictive substances in Bhutan that have stimulant and psychoactive
properties, produce pleasurable sensations among users, and have known severe and
negative health effects (Garg, Chaturvedi, & Gupta, 2014), were consumed by 30%
(18/60) of our sample (median number of uses per month=8). Chewing tobacco was used
among 20% (12/60) of our sample (median number of uses per month = 112.5). Alcohol
use was reported in 20% (12/60) of our sample (median number of drinks per month =
2.25). Finally, 15% (9/60) of our sample reported cigarette use (median number of
cigarettes per month = 75).
Domestic violence. Domestic violence and abuse was reported in a minority of
our sample. Two individuals (3.3%) reported experiencing physical abuse in the last year
and two individuals reported verbal abuse in the last year (one of whom also reported
physical abuse). However, based on anecdotal reports from community leaders, this low
prevalence of domestic abuse is likely to be an underestimate of the true level
experienced by community members.
Emotional distress. On a measure of emotional distress (RHS-15), 43.3% (26/60)
of our sample received positive screenings for emotional distress. Overall, participants
44

had a mean score of 10.8 (SD=11.9) on the first 14 items of the RHS-15, asking about
anxiety, depressive, and posttraumatic stress symptoms as well as coping. The final RHS15 item assesses emotional distress level over the past week. Scores on this item can
range from 0, “things are good,” to 10, “I feel as bad as I ever have.” On this, participants
scores were relatively low (M=1.80; SD=2.5).
Interpersonal needs. Across all participants, INQ scores were low, with mean
perceived burdensome scores of 1.18 (SD=0.46) and mean thwarted belongingness scores
of 1.74 (SD=0.82).
Suicidal ideation, desire for death, and suicidal behavior. Prior to reviewing
our findings, it is important to address issues of internal consistency within the BSS scale.
While overall internal consistency within the BSS was acceptable (α=0.785), several
subscales yielded unacceptably low levels of internal consistency, including the BSS:
Ideation Intensity subscale (α=0.376), the BSS: Passive Desire subscale (α=0.461), and
the Planning and Concealment subscales (both of which had Cronbach’s alphas of 0).
These unacceptably low internal consistency coefficients are largely due to overall low
rates of endorsement within our sample. For all BSS items, scores can range from 0 to 2,
whereby endorsement of an item indicates a selected a response with the numerical
equivalent of a 1 or a 2. Only four individuals in our sample endorsed items on the BSS:
Ideation Intensity subscale, with two participants endorsing only a single item, and two
endorsing two items. Only two items were endorsed by multiple participants and in one
of those cases, individuals endorsed different levels of the item. These response patterns
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led to the unacceptably low level of internal consistency for BSS: Ideation Intensity. The
reasons underlying low internal consistency for the BSS: Passive Ideation subscale are
similar: 14 participants endorsed items from the BSS: Passive Desire subscale, and 10 of
these 14 endorsed two or fewer items. One item from this subscale was endorsed by a
single participant, another was not endorsed by any participants, another was endorsed by
five participants, and another by four participants. Only a single item was endorsed by
nine participants. Together, these rates of endorsement contributed to unacceptably low
internal consistency on the BSS: Passive Desire subscale. Finally, on each of the BSS:
Planning and BSS: Concealment subscales, two participants endorsed two different items,
leading to alpha coefficients of 0.
Bhutanese refugees rarely endorse suicidal ideation, generally at a rate of 3-6%
(Adhikari et al., 2015; Ao et al., 2012). Despite the limitations noted above, we found a
similar prevalence of suicidal ideation (specific thoughts about suicide) in our sample,
with four individuals (6.7%) endorsing some non-zero level of suicide ideation (BSS:
Ideation Intensity subscale). However, nearly half of our sample (29/60, 48.3%) reported
experiencing at least some (non-zero) desire to be dead. Moreover, all of those who
reported non-zero ideation also endorsed non-zero desire to be dead. This suggests that
desire to be dead may be a helpful construct to explore as a culturally acceptable and
valid risk assessment tool.
We collected suicide attempt history data on 53 of 60 individuals. Two questions
focused on (a) the number of prior attempts and (b) the intent to die during the last
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attempt (BSS items 20 and 21) were initially left out of our early questionnaire
administration sessions but were added to our protocol for the final 24 participants.
Previous participants were re-contacted by phone in order to obtain this data for as many
previous participants as possible. We were unable to reach or obtain consent to ask these
two questions from seven individuals. A total of four participants (7.5%; n=53) had
previous suicide attempts. Of these individuals, two indicated that they had a low wish to
die during their last attempt and two indicated a high wish to die during their last attempt.
Only 3.3% (2/60) of our full sample reported ever telling anyone that they might,
or were going to, attempt suicide. Notably, one person elected not to answer this
question. A significant minority of our sample personally knew someone who had
engaged in a non-fatal suicide attempt (15/60, 20%), and nearly half our sample (29/60,
48.3%) personally knew someone who died by suicide. In response to several questions
about the acceptability of suicide, the vast majority of our sample found suicide to be
unacceptable even if someone is (a) tired of living or (b) doesn't see any reason to
continue living (53/60, 88.3%), however a noteworthy portion of our sample (7/60,
11.7%) found suicide to be either somewhat or very acceptable in response to either of
the aforementioned reasons. As noted previously, all 19 core-items of the BSS were
administered to all participants regardless of the screening rules for the measure (see
Table 2 for additional descriptive statistics). Only two individuals endorsed any suicidal
behavior over the last week (BSS planning and concealment subscales), with a single
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participant endorsing only one item on the planning subscale, and another participant
endorsing only one item on the concealment subscale.
Aim 1 Results
We employed hurdle models to test whether perceived burdensomeness and/or
thwarted belongingness, and the interaction of perceived burdensomeness and thwarted
belongingness predicted levels of desire to be dead (WDS).
Hypothesis 1A. For the first part of the hurdle approach, we utilized a binomial
logistic regression to test whether perceived burdensomeness and/or thwarted
belongingness predicted the presence of any (non-zero) desire to be dead as compared to
the absence of any desire to be dead. We found that neither perceived burdensomeness
nor thwarted belongingness was predictive of the presence of the desire to be dead. This
finding supports retaining the null hypothesis that perceived burdensomeness and
thwarted belongingness are not appropriate proxies to detect the presence of desire for
death. However, we then tested the predictive power of perceived burdensomeness and
thwarted belongingness to predict the intensity of the desire to be dead within individuals
who endorsed non-zero levels of desire to be dead. We used a negative binomial
distribution with a log link due to a marginally better fit than the same model using a
Poisson distribution with a log link (Neg. Bin.: AIC=195.55, BIC=210.21; Poisson:
AIC=198.21, BIC=210.78). Rootograms of both a negative binomial model and Poisson
model visually confirmed the negative binomial model to have slightly better fit to the
data than the Poisson model (See Figure 1). Our zero-truncated model shows that
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perceived burdensomeness was predictive of WDS score. Specifically, while maintaining
thwarted belongingness at a constant, for every 1-point increase in perceived
burdensomeness, we would expect to see a 209% increase in WDS score, corresponding
to a 2-point increase in WDS score. This finding partially supports our initial hypothesis
that higher thwarted belongingness and perceived burdensomeness would predict
intensity of the desire to be dead (see Table 4).
We then conducted the same set of analyses to examine whether perceived
burdensomeness and/or thwarted belongingness was predictive of the presence or absence
of suicidal ideation (BSS: Ideation Intensity subscale) as well as whether perceived
burdensomeness and/or thwarted belongingness was predictive of suicidal ideation.
Despite our initial hypothesis that both perceived burdensomeness and thwarted
belongingness would be predictive of non-zero levels of suicidal ideation, as well as
intensity of suicidal ideation, only four individuals reported any suicidal ideation. Thus,
analyses will be limited in their implications. However, we found that perceived
burdensomeness was predictive of non-zero suicidal ideation. Specifically, while holding
thwarted belongingness constant, each 1-point increase in perceived burdensomeness
yielded an approximately 11-times greater likelihood of an individual experiencing some
non-zero suicidal ideation (see Table 4). For zero-truncated count data, we used a Poisson
distribution with a log link due to a slightly better fit than a negative binomial model
(Poisson: AIC= 33.95, BIC= 46.51; Neg. Bin.: AIC= 35.95, BIC= 50.61). Rootograms of
both Poisson and negative binomial models appeared identical and did not provide any
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indication as to better model fit (Figure 2). Neither perceived burdensomeness nor
thwarted belongingness was predictive of the intensity of suicide ideation. These results
partially support our initial hypothesis (1A) by highlighting that perceived
burdensomeness, but not thwarted belongingness is predictive of the presence of suicidal
ideation, but not the presence of desire to be dead. Additionally, perceived
burdensomeness, but not thwarted belongingness was predictive of the intensity of the
desire to be dead, but not the intensity of suicidal ideation (see Table 4).
Hypothesis 1B. While building our models, we found a lack of support for our
hypothesis (1B) that the interaction of perceived burdensomeness and thwarted
belongingness was predictive of the desire to be dead and/or suicidal ideation. The
interaction of thwarted belongingness and perceived burdensomeness was not significant
in any step of any of our models predicting (a) the desire to be dead or (b) suicidal
ideation. Subsequently, this interaction term was removed from each of our models in
order to maximize parsimony. The null hypothesis that the interaction of perceived
burdensomeness and thwarted belongingness does not predict either the desire to be dead
or suicidal ideation (zero vs. non-zero and zero-truncated levels) should be retained.
Hypothesis 1C. Fisher’s Exact Tests revealed that within our small sample,
suicide attempt history (see Table 5) was not associated with either the presence of desire
to be dead (p=.305) or suicidal ideation (p=1). Despite the inability to rigorously test the
hypothesis that higher levels of desire to be dead and higher levels of suicidal ideation
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would each be uniquely predictive of suicidal behavior (zero vs. non-zero), our data
suggests that this hypothesis was not supported in our small sample.
Aim 2 Results
Hypothesis 2A. As previously noted, due to the low incidence, or endorsement,
of suicidal behavior within the last week, tests of Aim 2 hypotheses yielded results with
limited interpretability. Our hierarchical logistic regression model utilized a binary
dependent outcome variable of any suicide-related behavior over the last week assessed
via the BSS planning and concealment subscales (as noted earlier, only two individuals
endorsed any suicidal behavior on these subscales). At step one, we included BSS
Ideation Intensity score (χ2(1)=3.51, p=0.061), and at step two, we included WDS score
(χ2(2)=3.52, p=0.172). The model yielded no significant results at steps one or two. The
results from these models, however, must be interpreted with extreme caution as suicidal
behavior was only present within two individuals.
Our two-tailed independent samples t-tests examining whether individuals with
any suicide-related behavior over the last week had higher levels of suicide ideation (BSS
Ideation Intensity) and desire to be dead (WDS) when compared to participants who
endorsed no suicidal behavior in the last week revealed that individuals who engaged in
any suicidal behavior over the last week did not have significantly higher means on a
measure of suicidal ideation (p=0.528) or on a measure of desire to be dead (p=0.627).
Until more rigorous testing is possible in a clinical sample with more prevalent suicidal
behavior, we retain the null hypotheses that neither suicidal ideation nor the desire for
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death adequately predicts the presence or absence of suicidal behavior nor does the
presence of suicidal behavior predict higher levels of suicidal ideation or desire to be
dead among Bhutanese refugees living in Vermont.
Hypothesis 2B. Because only two individuals reported any suicidal behavior, a
hierarchical logistic regression model including two main effects and an interaction term
would be overfit. Subsequently, the hypothesis that the interaction of suicidal ideation
and the desire to be dead would be predictive of suicidal behavior above and beyond any
main effects was not able to be tested.
Discussion
The primary aim of this study was to develop a preliminary comprehensive
conceptual model of incremental steps towards suicide within Bhutanese refugees. Using
the Joiner’s IPTS (Joiner, 2005) as a foundation for our framework, we used a modeldriven approach to expand the array of risk factors for suicide that should be assessed in
Bhutanese refugees beyond those typically assessed in traditional Western settings (i.e.,
only suicidal ideation). Moreover, we aimed to identify risk factors for incremental steps
towards suicidal behaviors in order to identify different tiers of risk. Specifically, we
aimed to test elements of a comprehensive conceptual model of suicidal behavior among
Bhutanese refugees based on the IPTS and also to test the relative contributions of
specific markers of risk for suicidal behavior. The overall goal of this work is to inform a
more culturally-responsive assessment of suicide risk in Bhutanese refugees.
Suicidal Ideation and the Desire to be Dead
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Within our sample of 60 individuals, we found that there was more non-zero
endorsement of desire to be dead than of suicidal ideation. Specifically, 29 individuals
endorsed some desire to be dead, whereas only four individuals endorsed some suicidal
ideation. As the current study is the first to assess both desire to be dead and suicidal
ideation in a sample of Bhutanese refugees, the overwhelmingly higher prevalence of the
former over the latter construct was not anticipated in the form of an a-priori hypothesis.
Nevertheless, these data suggest that desire to be dead (as captured by the WDS) was
more readily endorsed than suicidal ideation (narrowly defined). While this crude
comparison of the number of endorsements does not necessarily indicate the degree to
which each measure captures risk, it suggests that individuals who endorsed suicide
ideation also tended to endorse the desire to be dead. Extrapolating from this fact, it may
be the case that within the Bhutanese refugee population, the desire to be dead is a more
palatable way of assessing individuals who may be at risk for suicide-related behaviors.
Suicidal ideation may capture a different subset of at-risk individuals within a Bhutanese
refugee population than it does in a non-minority sample. Another indication that the
desire to be dead is an important construct that may capture a wider spectrum of suicide
risk than suicidal ideation alone is the finding that of the four (n=53) individuals who
endorsed one or more prior suicide attempts, three of the four also endorsed having
experienced non-zero desire to be dead. Meanwhile, none of the four (n=53) individuals
who endorsed one or more prior suicide attempts endorsed current suicidal ideation. This
finding, while also not formulated as an a-priori hypothesis, suggests that the desire to be
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dead (as assessed by the WDS) may capture a broader spectrum of suicide risk than
suicidal ideation alone. This notion is unsurprising, given that in many minority cultures,
it is common for suicidal ideation to be suppressed such that individuals present as
“hidden ideators” (reviewed in Chu, Goldblum, Floyd, & Bongar, 2010). The desire for
death, may be an alternative method to better capture the full spectrum of risk and
manage the fact that Bhutanese refugees may be “hidden ideators.” Although the
conclusion that desire to be dead captures a broader spectrum of risk than suicidal
ideation is plausible, it is also conceivable that the format of our questions led to these
results. Specifically, the WDS, which was used to assess desire to be dead, comprises 11
binary (true or false) questions that ask broad questions and do not reference a specific
temporal period. In contrast the BSS Ideation Intensity subscale comprises four questions
each requiring a forced choice between three different options and is anchored in the past
week. Not only are there fewer opportunities to endorse any items on the BSS Ideation
Intensity subscale than on the WDS, but the instructions are more complex than a simple
binary choice. Furthermore, the BSS questions ostensibly target the week prior to
participation in our study and thus represent a more limited scope than the WDS.
Hypothesis 1A: Higher levels of perceived burdensomeness and thwarted
belongingness would each predict thoughts about one’s own death.
As previously reported, only one other study to date has examined elements of the
IPTS in a sample of Bhutanese refugees (Ellis et al., 2015). Despite our relatively small
sample size (N=60) in comparison to that of Ellis et al.’s (2015; N=423), overall mean
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scores for perceived burdensomeness were comparable to those found in Ellis et al.
(M=1.76, SD=0.74); however, Ellis and colleagues (2015) noted greater overall thwarted
belongingness (M=2.48, SD=1.13) than was found in our sample. This low thwarted
belongingness score may be reflected in the 91.7% of participants in our sample who felt
either “somewhat” or “very” satisfied with the community support they had.
Our hurdle model revealed that the presence of suicidal ideation (as compared to
the absence of suicidal ideation), was associated with higher levels of perceived
burdensomeness but not thwarted belongingness. However, neither perceived
burdensomeness nor thwarted belongingness was predictive of the intensity of suicidal
ideation within those participants who endorsed a non-zero level of suicidal ideation.
These findings partially mirror those from Ellis et al. (2015), which found that higher
thwarted belongingness and higher perceived burdensomeness were each predictive of
ideation status1. Although Ellis et al. (2015) did not examine intensity of ideation, their
results highlighted that elements of the IPTS (i.e., thwarted belongingness and perceived
burdensomeness) might serve as early risk factors for suicidal ideation or intervention
targets that may reduce overall suicide risk. Our results imply a similar conclusion as it
relates to perceived burdensomeness, but this result must be interpreted with caution.
While the overall positive relationship between perceived burdensomeness as a predictor

1

Due to different data structures and research questions, our analytic approaches differed from Ellis et al.
(2015). To examine these associations, we utilized hurdle models which are two-part analyses consisting of
a logistic regression for the entire sample, and a truncated Poisson or negative binomial regression on data
where the outcome variable (suicidal ideation or desire to be dead) is non-zero. Ellis et al. (2015) ran
conditional logistic models using state of residence as their condition and controlling for age and gender.

55

of the presence of suicidal ideation is a reliable finding, large confidence intervals (95%
CI [1.7, 76.0]) suggest that the accuracy of our odds ratio (OR=11.3) is tenuous.
The lack of a positive relationship between thwarted belongingness and suicidal
ideation in any of our models may be the result of several factors. It is possible that in
conjunction with the overall limited number of participants who endorsed suicidal
ideation and the restricted range on the intensity of suicidal ideation, low thwarted
belongingness scores and low variability within thwarted belongingness contributed to
the lack of a predictive relationship between thwarted belongingness and the presence of
suicidal ideation in our logistic model.
Within our zero-truncated model, neither thwarted belongingness nor perceived
burdensomeness was predictive of the intensity of suicidal ideation. This likely is the
direct result of a limited number of individuals who endorsed non-zero levels of suicidal
ideation (n=4), and a restricted range of scores within those 4 individuals (actual
maximum score=2; maximum score possible=8). Despite these null findings, we found
partial support for our overall hypothesis: higher levels of perceived burdensomeness
predicted the presence of thoughts about one’s own death.
Hypothesis 1A: Higher levels of perceived burdensomeness and thwarted
belongingness would each predict desire to be dead.
To our knowledge, no previous study of suicide among Bhutanese refugees has
directly assessed the desire to be dead. Moreover, the only other specific study of the
IPTS within the Bhutanese refugee population (Ellis et al., 2015) examined suicidal
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ideation as it is traditionally understood – concrete and specific thoughts about suicide.
One of the specific overall goals of this study was to identify unique, culturallyresponsive, and clinically actionable risk factors for suicide-related behaviors.
Our hurdle model revealed that perceived burdensomeness, but not thwarted
belongingness, predicted the intensity of the desire for death, but neither thwarted
belongingness nor perceived burdensomeness predicted the presence (vs. the absence) of
the desire to be dead. Our findings suggest that while perceived burdensomeness is not a
useful tool for determining whether or not one will have any desire to be dead, once some
desire to be dead is established, it may be worthwhile to monitor perceived
burdensomeness as it is associated with higher levels of desire to be dead and may be
indicative of increased risk.
Several null findings from our model are notable. First, just as we saw in our
hurdle model exploring the relationships between perceived burdensomeness, thwarted
belongingness, and suicidal ideation, we found no evidence to suggest that thwarted
belongingness was predictive of the desire to be dead. While thwarted belongingness was
not significantly predictive of desire to be dead among those who endorsed any (nonzero) desire to be dead, our null finding should be interpreted with caution. As previously
mentioned, thwarted belongingness scores were low and less variable than in previous
studies of a similar population (Ellis et al., 2015). Moreover, since the desire to be dead is
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a semi-novel construct2 that has not been previously studied in Bhutanese refugees, we
have no clear point-of-reference with which we can compare our results. However, if
suicidal ideation is a coarse indicator of overall risk, then based on the Ellis et al. (2015)
study that found that both perceived burdensomeness and thwarted belongingness were
related to the presence of suicidal ideation, we might expect thwarted belongingness to
predict intensity of the desire to be dead in a sample with greater variability of thwarted
belongingness. Contrary to our hypothesized result, neither perceived burdensomeness
nor thwarted belongingness was predictive of the presence (vs. absence) of the desire to
be dead. While this finding was unexpected, it may also be the result of low variability
within the perceived burdensomeness and thwarted belongingness scales. Given that
nearly half of our sample experienced some desire to be dead, and the relatively low
variability in thwarted belongingness and perceived burdensomeness, a logistic classifier
using each of these measures failed to distinguish between the presence or absence of
desire to be dead. Conceivably, in future studies with larger sample sizes, it is possible
that if we control for certain covariates, we may be able to isolate the variance added by
perceived burdensomeness and thwarted belongingness in such a way that we would be
able to identify the predictive value each of these IPTS constructs adds to a binary
logistic model predicting the desire to be dead. Despite several null findings, our overall
hypothesis was partially supported. Namely, we found that higher levels of perceived

The desire to be dead resembles passive suicidal ideation which was included as part of Joiner’s original
IPTS, however, the desire to be dead is a specific type of passive ideation and has not been previously
studied in Bhutanese refugees.
2
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burdensomeness predicted greater intensity of the desire to be dead. While further
longitudinal testing and replication is necessary, the desire to be dead may serve as a
culturally-responsive and clinically actionable construct that can be leveraged by
clinicians in conjunction with other measures in order to monitor increases or decreases
in suicide risk.
Hypothesis 1B: Interaction of Thwarted Belongingness and Perceived
Burdensomeness
No interaction effects between perceived burdensomeness and thwarted
belongingness were found in any of our models (suicidal ideation or desire to be dead).
This is an expected outcome given that we did not find any main effects of thwarted
belongingness across any of our models. It is possible that in a larger sample and in a
sample where there is more variability of thwarted belongingness as has been previously
established within this population (Ellis et al., 2015), interactive effects may be present
for one or more logistic and/or zero-truncated models.
Hypothesis 1C: Higher levels of desire for death and higher levels of suicidal
ideation would each predict suicidal behavior
Suicidal behavior in the last week was not tested explicitly due to a severely
limited number of respondents endorsing any suicidal behavior within the last week
preceding their appointment. Subsequently, we were unable to test our specific
hypothesis 1C. We did, however, conduct several secondary analyses in order to obtain
information that may allow us to draw inferences about the nature of the relationship
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between suicidal behavior and the desire for death as well as suicidal behavior and
suicidal ideation. Fisher’s Exact Tests of non-fatal suicide attempt history as a function
of desire for death and, in a separate model, suicidal ideation revealed no significant
relationship between current desire to be dead and past suicide attempts, or between past
suicide attempts and current suicidal ideation. However, as mentioned earlier, this null
result belies and oversimplifies an important finding, namely that three out of the four
participants in our small sample who had prior suicide attempts also had non-zero desire
to be dead while none of the four participants who had prior suicide attempts had nonzero suicidal ideation. There are significant limitations to interpreting this incidental
finding, including that we did not execute any planned inferential statistical tests to
examine the likelihood that this result is not due to chance alone. Similarly, our Fisher’s
Exact Tests, were not outlined in an a-priori fashion. Moreover, since our data is cross
sectional, directionality is impossible to ascertain. That said, our finding that a majority
of individuals with non-fatal suicide attempt histories endorsed non-zero levels of desire
to be dead, whereas no participants with non-fatal suicide attempt histories endorsed nonzero levels of suicidal ideation suggests the desire to be dead may more effectively
capture suicidal behavior risk than suicidal ideation does. Future, more rigorous, studies
should examine the relationship between desire to be dead and suicide attempts in
samples of Bhutanese refugees with a history of non-fatal suicidal behavior.
Hypothesis 2A: Desire to be dead would capture the risk of suicidal behavior above
and beyond the risk captured by suicidal ideation.
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The hierarchical logistic regression testing whether desire to be dead captured
variance of suicidal behavior in the week prior to participants’ appointments, above and
beyond the variance captured by suicidal ideation, has limited interpretability. To the
extent that any of our inferences for this aim are valid given the significant limitations of
our suicidal behavior data (i.e., that only two individuals endorsed suicidal behavior), our
results suggest that desire to be dead does not capture risk of suicidal behavior above and
beyond the risk captured by suicidal ideation. Moreover, our results suggest that suicidal
ideation alone does not capture unique variance in suicidal behavior. Our results are also
affected by the fact that the suicidal ideation subscale and the suicidal behavior subscales
come from the same measure (BSS), which may create measurement-related issues.
Several items on the BSS planning and BSS concealment subscales displayed some, but
minimal, levels of overlap with the ideation intensity construct (Beck & Steer, 1991).
Regardless of these limitations, our hierarchical logistic regression yielded no significant
results.
In an effort to gain a clearer picture of the association between suicidal behavior
and the desire to be dead and suicidal ideation, we conducted two-tailed independent
samples t-tests to see if any difference in mean levels of suicidal ideation and/or in desire
to be dead differed based on any suicide-related behavior in the week prior to
participation in the study. Our findings that there were no differences in the mean degree
of either suicidal ideation or the desire to be dead, stratified by the presence or absence of
suicidal behavior, suggests that suicidal behavior in the week prior to study participation
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is not associated with either suicidal ideation or desire to be dead. However, as was the
case for our hierarchical logistic regression, the conclusions drawn from this secondary
analysis have limited interpretability given the issues noted above (i.e., only two
individuals endorsed suicidal behavior, and the suicidal behavior items and ideation items
are both derived from the BSS). This suggests that until more rigorous testing can be
conducted – perhaps in a clinical or inpatient sample – and more variability in suicidal
behavior is seen, we must retain the null hypothesis.
Hypothesis 2B: The interaction effects of the desire to be dead and suicidal ideation
would not capture the risk of suicidal behavior above and beyond the risk captured
by the suicidal ideation and the desire to be dead.
Our original hypothesis that suicidal ideation and the desire to be dead would
capture all the detectible variance in suicidal behavior was not able to be formally tested
given the lack of endorsement of suicidal behavior. Nevertheless, we expect that in a
clinical sample with greater levels of, and variability in, suicidal behavior the interaction
effects of the desire to be dead and suicidal ideation will not add predictive power above
and beyond any detected main effects. This is because suicidal ideation is a crude
measure of risk that appears to be entirely captured by the desire for death construct as
evidenced by our finding that all four individuals with suicidal ideation displayed nonzero levels of desire to be dead. Subsequently, we expect desire to be dead to capture all
of the risk conferred by suicidal ideation and at a higher level of detail, due to higher the
variability in scores, than possible with suicidal ideation.
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Conceptualization of Findings
Our adaptation of the IPTS may – in the case of “hidden ideators” like
Bhutanese refugees – better capture the full spectrum of risk among Bhutanese refugees
by including the broad construct of suicidal desire and the narrow construct of suicidal
ideation that Joiner first proposed. By distinguishing between suicidal ideation and desire
to be dead, our conceptual model may aid in establishing proximal risk factors of suicidal
behavior and identifying the earliest and most accurate warning signs for suicide risk in
Bhutanese refugees to date. Our proposed application of the IPTS lays the groundwork
for future longitudinal tests of the proposed risk factors for suicidal behavior and will
allow for the development of targeted interventions designed to modify early targets that
contribute risk among Bhutanese refugees. Although it is unclear as to whether the desire
to be dead effectively captures specific risk of suicidal behavior, it may be a more
palatable risk assessment tool that taps a culturally-responsive construct. Moreover,
evidence suggests that elements of the IPTS model (i.e., perceived burdensomeness) are
also useful tools that may serve as intervention targets and early markers of risk.
While further study of the constructs in our conceptual model is necessary, our
work to identify culturally-responsive risk factors for suicide echoes the efforts of other
researchers. Chu et al. (2010) developed a theoretical model of suicide that is culturally
versatile and comprehensive. The Cultural Model of Suicide is an empirically-based
theoretical framework that aims to bring a flexible definition of several key constructs
that, together, are hypothesized to account for a significant majority of culturally-specific
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suicide risk. Constructed by inductive methods after thorough literature reviews, the
Cultural Model of Suicide consists of four key factors: (1) cultural sanctions, or the
extent to which a behavior (inclusive of suicide) is considered culturally acceptable or
unacceptable; (2) idioms of distress, or the patterns and behaviors through which distress
is expressed or communicated; (3) minority stress, which consists of experienced stress
that results from any aspect of minority status; and (4) social discord, which consists of
any aspect of interpersonal conflict or social and cultural isolation (Chu et al., 2010). The
Cultural Model of Suicide posits that these four factors, in combination and in relation to
one another, contribute to the development of suicidal behavior.
Unfortunately, no specific applications of the Cultural Model of Suicide have, as
of yet, been developed for the resettled Bhutanese refugee community; however, many of
the constructs that Chu and colleagues (2010) developed may translate well to this
population. Cultural sanctions, for example, are clearly present within the Bhutanese
refugee community. Suicide is highly stigmatized among Bhutanese refugees (Adhikari
et al., 2015; Ao et al., 2012). Moreover, suicide was illegal, while living in the Nepalese
refugee camps, and according to Hindu tradition (the religious affiliation of a majority of
Bhutanese refugees), was considered to be a sin, though not an offense that would
prevent proper burial. According to Buddhist tradition, suicide is considered a highly
discouraged action, but is not explicitly outlawed (Schininà et al., 2011). Of 16 families
surveyed while living in the refugee camps, 10 indicated that suicide was an
understandable course of action, but not an acceptable one (Schininà et al., 2011). Idioms
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of distress have also been documented as uniquely culturally defined in the Nepali and
Bhutanese refugee communities (Kohrt & Hruschka, 2010; Sharma & Ommeren, 1998).
In a survey of individuals from 16 families in the Nepalese refugee camps (Schininà et
al., 2011), 23.2% who were not related to someone who engaged in a fatal or non-fatal
suicide attempt said that suicide was related to dimaag (Brain-Mind/serious
psychological disturbances), compared to 55% of individuals who were related to
someone who engaged in a fatal or non-fatal suicide attempt said that suicide was related
to dimaag. In contrast, 30.4% of individuals who were not related to someone who
engaged in a fatal or non-fatal suicide attempt said that suicide was related to man (HeartMind/emotional disturbances) vs. only 25% of individuals who were related to someone
who engaged in a fatal or non-fatal suicide attempt used man to explain their family
member’s suicide. (Schininà et al., 2011). These idioms of distress are used to explain
suicidal actions and behaviors differently depending on how relationally close someone
was to a suicide attempter. Moreover, another idiom of distress may include the
culturally-specific means by which individuals choose to die by suicide. As of 2012,
81.25% of fatal suicide attempts by resettled Bhutanese refugees occurred by hanging
(Ao et al., 2012).
Social discord is another construct of the Cultural Model of Suicide that maps on
to the problem of suicide among Bhutanese refugees. In an Ohio Department of Health
study (Adhikari et al., 2015), 5% of resettled Bhutanese refugee men and 4% of
Bhutanese refugee women experienced domestic violence, which is likely a significant
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underestimate due to cultural factors that place the importance of the family unit above
individual safety (Wang, 2017). Moreover, increased family conflict was significantly
associated with past suicidal ideation (Ao et al., 2016). Another aspect of social discord
involved perceived social support and connections. Among Bhutanese refugees, lower
perceived social support was significantly predictive of suicidal ideation (Ellis et al.,
2015). IPTS constructs such as thwarted belongingness also fall into the sub-category of
social discord, and as stated previously, thwarted belongingness was significantly
associated with suicidal ideation (Ellis et al., 2015). With regard to minority stress,
Bhutanese refugees resettled in the US experience elevated levels of postmigration living
difficulties and acculturative stress (Adhikari et al., 2015; Ao et al., 2012), which are
associated with past suicide ideation (Ao et al., 2016). Future studies should examine the
application of the Cultural Model of Suicide to the Bhutanese refugee population.
Results from the current project suggest that our adaptation of the IPTS yields a
flexible model that effectively captures a broad spectrum of risk in a particular cultural
context. Our culturally-responsive conceptual model replicates and extends a model of
suicide hypothesized to apply specifically to Bhutanese refugees. Our model, unlike the
Cultural Model of Suicide, fits squarely within the ideation-to-action framework, thus
making it a framework focused on modeling the development and progression of suiciderelated thoughts and behaviors. Though our model does not directly incorporate
constructs from Chu’s Cultural Model of Suicide, our adaptation of the IPTS is a good
beginning framework for understanding suicidal behavior and risk among Bhutanese
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refugees. The results of the current study in combination with previous research (Ellis et
al., 2015), suggest that the IPTS has strong preliminary empirical support within the
context of the Bhutanese refugee community.
Limitations and Future Directions
The current study has several important limitations. First, while our analytic
procedures for hurdle models followed previously published methodologies (Jobes et al.,
2017), and followed the expert opinion of a statistician (Rusan Chen, Ph.D., personal
communication, March 12, 2018), there remains a question as to whether scores on the
WDS and/or BSS truly constitute count data or whether it is more appropriate to treat
these scores as continuous variables. Although measures such as these are often treated as
continuous scores, the distributions of scores in our particular dataset (i.e., the significant
over-representation of zeros and non-normal distribution) suggested that treating them as
continuous variables might have been inappropriate. In our dataset, the distance between
scores was not necessarily linear (i.e., the difference between a score of zero and a score
of one had a drastically different meaning than the difference between a score of one and
a score of two). For this reason, treating suicidal desire, ideation, and behavior as count
data, while imperfect, provided a method for understanding the nature of the relationships
between each of the variables in our model without discounting the majority of our
dataset by only examining non-zero scores.
Another limitation of the current study is that our study relies on a small sample
size. Because suicide-related thoughts and behaviors are inherently rare, even in a
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population such as Bhutanese refugees where deaths due to suicide are approximately
double that of the general U.S. population, suicide-related thoughts and behaviors are still
rare. Subsequently, a community sample of 60 individuals is unlikely to be large enough
to capture the variability and risk present in the sample of over 95,000 Bhutanese
refugees in the U.S. Future studies examining the IPTS, suicidal ideation and the desire to
be dead in a clinical sample of Bhutanese refugees may yield better representation of
individuals with histories of suicide-related behaviors.
In an effort to collect preliminary data on the constructs comprising our
conceptual model, we relied on cross-sectional data, representing another important
limitation of the present study. We made preliminary inferences about the directionality
of the relationships among studied variables using cross-sectional data, but directionality
remains unknown. Longitudinal follow-up studies must be conducted in order to verify
the conclusions presented in this study and in order to fully demonstrate the utility of our
conceptual model. The need for longitudinal follow-up studies cannot be overstated,
especially given that suicide-related thoughts are highly dynamic over time (e.g.,
Kleiman et al., in press; Nock et al., 2009).
The measures used in the present study have a number of limitations. Chief
among them, all measures were originally developed for use in English speaking
populations and are based on western constructs and cultural formulations. Care was
taken during the translation process (see Translation of Measures section) to ensure each
item tapped an appropriate construct for Bhutanese refugees. Nevertheless, it is possible
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that not all measures or all items were translated effectively, thus limiting the construct
validity of our measures. Additionally, many of the measures we used were intended to
be self-report measures, but due to literacy concerns, all measures were administered in
an interview format often through an interpreter. This may have injected a tendency
towards socially desirable responding and exacerbated any self-report biases in our
sample. Moreover, several constructs examined (e.g., suicidal behavior and suicidal
ideation) come from subscales within the same measure (BSS), limiting the
interpretability of results due to potential construct overlap and internal correlation.
Future studies of suicide-related thoughts and behaviors and suicide risk among
Bhutanese refugees should be longitudinal in nature so that within-person variation in
suicide-related thoughts is captured and can be assessed as a marker of risk. Moreover,
longitudinal studies will allow for effective model testing, the assessment of
directionality within a conceptual model of suicide, and true predictive and mediational
analyses that control for initial levels of a construct. Candidate models should also be
tested against one another, for example, testing our adaptation of the IPTS here against
the Cultural Model of Suicide (Chu et al., 2010) and against a potential integration of the
two models may be a useful endeavor that refines and maximizes our ability to detect
suicide risk among Bhutanese refugees. To this end, it would also be important to include
additional measures that tap constructs specific to different frameworks and/or potential
moderators. Examples may include, but are not limited to: the Cultural Assessment of
Risk for Suicide (CARS; Chu et al., 2013) or screener version (CARS-S; Chu, Hoeflein,
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Goldblum, Espelage, et al., in press), the Hopkins Symptom Checklist – 25 (Mollica,
Wyshak, de Marneffe, Khuon, & Lavelle, 1987), the Harvard Trauma Questionnaire –
Revised (Mollica et al., 1992), the Social Provisions Questionnaire (Cutrona & Russell,
1987), the Suicide Behavior Questionnaire – Revised (Osman et al., 2001), the Columbia
Suicide Severity Rating Scale (Posner et al., 2008), and The World Health Organization
Quality of Life – Spirituality, Religiousness, and Personal Beliefs module (WHOQOL
SRPB Group, 2006). Finally, studying a clinical sample or a community sample with a
history of suicide-related thoughts or behaviors is important, given the relative rarity of
suicide and suicide-relate thoughts and behaviors.
Prevention and Recommendations
Prevention of suicide is the ultimate goal in the search for risk factors. Enabling
providers, clinicians, and community members to be able to identify warning signs and
take action to ensure safety is of primary importance. A comprehensive review by Mann
and colleagues (2005) identifies key elements of effective suicide prevention. Proper and
frequent screening is among the best methods of identifying individuals who are at risk
for suicide. Between 45% (Luoma, Martin, & Pearson, 2002) and 66% (Andersen,
Andersen, Rosholm, & Gram, 2000) of individuals who go on to die by suicide had
contact with a medical professional within the month before their deaths, suggesting that
better screening is critical in order to identify those at risk. We specifically recommend
using measures that do not exclusively rely on the presence of suicidal ideation,
especially when working with minority populations as there is evidence to suggest that
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cultural idioms of distress for many minority populations do not include explicit suicide
ideation (Chu et al., 2010). Using a measure such as the WDS (Lester, 2013) as well as
the CARS (Chu et al., 2013) or CARS-S (Chu et al., in press) may provide additional
information to clinicians about risk of suicide.
Additional recommendations from Mann and colleagues (Mann et al., 2005)
include improved screening tools and increased frequency across all care-related points
of contact for suicidal individuals. Since only 20% of participants in our sample were
actively engaged in some level of mental health care and a substantially greater
proportion (50%) noted poor or fair overall health, arming medical and dentistry
providers with the proper tools to screen for suicide risk and provide brief interventions
for individuals who may be at-risk may decrease rates of suicide. For example, the
Substance Abuse and Mental Health Service Administration (SAMHSA) initiated the
Screening, Brief Intervention, and Referral to Treatment (SBIRT) system in order to
effectively identify, treat, and secure appropriate care for individuals who present as “atrisk” for a variety of mental health and substance-related problems. In Vermont, the
SBIRT program relies on training medical staff, case managers, trusted cultural leaders,
and other “gatekeepers.” Gatekeepers are leaders in the community that may have regular
contact with individuals who may be at risk, and may include religious leaders,
community elders, teachers, pharmacists, and institutional staff at all levels. In some
resettled Bhutanese refugee communities, there is hesitation to seek medical care unless
absolutely necessary as well as a reliance on traditional healers who play a substantial
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role in medical care (reviewed in Centers for Disease Control and Prevention, 2014).
Establishing a public health model of suicide prevention that engages and trains all
stakeholders and gatekeepers (e.g., traditional healers, elders, and religious leaders) to
detect suicide risk will allow for earlier and more effective intervention. Within the
Bhutanese refugee community, religious leaders may be especially well positioned to
serve as gatekeepers, given that cultural sanctions and religious orientation may have a
strong moderating role on suicidal ideation and behavior (Chu et al., 2010; Ellis et al.,
2015).
Mann and colleagues (2005) also note the importance of developing good
evidence-based psychiatric and psychological care. This care is crucial in order to
effectively manage and treat suicidality as well as underlying factors contributing to
suicidality. Clear policies and procedures in healthcare settings for how and when to
engage patients in effective follow-up care (e.g., phone calls or text messages upon
discharge from hospitals and psychiatric units) can also significantly improve outcomes
and reduce deaths (Chung et al., 2017). Means restriction techniques such as fences, nets
on bridges, gun locks, and safe drug and prescription disposal receptacles can also
substantially reduce incidences of suicide-related deaths (Yip et al., 2012). Given that
most Bhutanese refugees who die by suicide die by hanging, establishing a public health
campaign to empower stakeholders to identify culturally-appropriate warning signs
(idioms of distress) of a mental health crisis as well as de-stigmatize the temporary
restriction of access to, or removal of, culturally-specific means of hanging in one’s home
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may be a worthwhile endeavor. Additionally, responsible media reporting and public
education about how to avoid social media posts that sensationalize suicide deaths can
significantly mitigate the risk of suicide clusters and contagion (Bohanna & Wang, 2012).
Finally, developing frequent and engaging community programing that fosters connection
among community members, facilitates healthy community building within the
Bhutanese refugee community, and also integrates non-Bhutanese refugee community
members may mitigate the experience of isolation, thwarted belongingness, perceived
burdensomeness, and social discord. Providing economic opportunities such as grants,
credit, and loans for refugees to develop their own self-sustaining businesses, increasing
partnerships with local companies to hire refugee workers, integrating English Language
Learner programs into job settings, and providing easy access to transportation may be
important host-community goals that mitigate perceived burdensomeness of refugee
community members.
Mann et al. (2005) argue for a collectivist, collaborative, and public health
approach to suicide prevention in which all members of a regional or national community
are stakeholders that have a responsibility to promote the health and safety of fellow
stakeholders. This type of approach places the onus of prevention on all stakeholders.
This approach contrasts a medical-oriented model in which individuals are treated only if
and when symptoms are displayed (U.S. Department of Health and Human Services,
2010). Mann and colleagues (2005) argue that a collectivist and collaborative model that
engages community stakeholders in prevention efforts will be an effective tool that will
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facilitate detection and intervention early. This collaborative approach to suicide
prevention has been applied in American Indian and Alaska Native communities (e.g.,
U.S. Department of Health and Human Services, 2010) and is embodied by the Zero
Suicide initiative (Hogan & Grumet, 2016). The Zero Suicide initiative is a systemsbased approach that has shown early promise for being an effective tool for reducing
deaths from suicide and increasing suicide prevention in healthcare-oriented
organizations. The approach integrates seven key elements including: (1) a commitment
from leadership to reduce deaths from suicide; (2) proper training for staff so that they
are adequately prepared to assess and care for suicidal individuals; (3) regular use of
evidence-based assessment tools and screenings; (4) a structured and unambiguous care
protocol for caring for suicidal individuals; (5) evidence-based treatment for suicidality,
specifically; (6) increased support during transitions of care for suicidal individuals; and
(7) outcome measurement and data review to identify problems and inefficiencies.
While these principles are important for organizations both large and small to take
into account, there are elements that may allow these initiatives to be successful across
cultures (Alegría, Alvarez, & Falgas-Bague, 2017). Among these cross-cultural initiatives
are increasing language accessibility resources such as translation and interpretation
services, and multiple methods pathways into services such as self-referrals or provider
referrals. Additionally, it is essential to proactively build partnerships with community
organizations such as religious temples, community centers, case management services,
and local lay-lead groups in order to conduct jointly sponsored outreach events to
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promote services, healthy living, and mental health awareness and resources. Working
collaboratively with community leaders in an egalitarian model of mutual respect will
allow for effective dissemination of important information, screening, and serves as an
excellent outreach tool. Another tremendously useful tool for cross-cultural effectiveness
is developing an interdisciplinary, cross-cultural, and inter-organizational care-net where
service organizations, community leaders, local politicians, and government agencies
gather regularly to disseminate updates, introduce communities to new initiatives,
coordinate community resources, and maintain active and up-to-date knowledge about
major community events and emerging community health crises. Through care,
coordination, and constant improvement of the science that governs policies and
procedures; improved suicide prevention is possible.
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Table 1: Sample Characteristics
N
Gender
Man
Woman
Marital Status
Single
Married
Separated
Divorced
Literacy
English
Nepali
Religion
Hinduism
Buddhism
Christianity
Kirat
Caste/Ethnicity
Bahun
Chhetri
Janajati
Other
Employment Status
Employed
Unable to work
Sole Financial Provider for Family
Parent (has children)
Highest Level of Education
No Schooling
Primary School
Secondary School
Some University
Graduate Degree
Satisfaction with Community Support
Not at all
A little
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Overall %
(n=60)

31
29

51.7
48.3

3
45
7
5

5.0
75.0
11.7
8.3

31
45

51.7
75.0

39
10
8
3

65.0
16.7
13.3
5.0

12
22
3
22

20.0
36.7
5.0
36.7

36
15
10
57

60.0
25.0
16.7
95.0

17
19
17
5
2

28.3
31.7
28.3
8.3
3.3

1
4

1.7
6.7

Somewhat
Very
Involved with Community Organizations
Self-Perception of Overall Physical Health
Excellent
Very Good
Good
Fair
Poor
In Treatment for Mental Health issue
Prior Suicide Attempt*
Knew Someone who Engaged in Non-fatal Suicide
Behavior
Knew Someone who Died from Suicide
Emotional Distress (RHS-15 positive screen)
Past Year Gambling**
Any Substance Use
Cigarettes
Chewing Tobacco
Betel Nut or Paan
Alcohol
Domestic Violence Victim in Past Year
Physical
Verbal
Sexual
Note: Percentages may not always add up to 100%
*Total sample size=53
**Total sample size=24
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20
35
50

33.3
58.3
83.3

5
15
10
23
7
12
4

8.3
25.0
16.7
38.3
11.7
20.0
7.5

15
29
26
0
35
9
12
18
12

25.0
48.3
43.3
0.0
58.3
15.0
20.0
30.0
20.0

2
2
0

3.3
3.3
0.0

Table 2: Means and Descriptive
Statistics
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Desire to be Dead (WDS)
BSS Total
Intensity of Ideation
Active Desire
Planning
Passive Desire
Concealment

n M
SD
SE
60
1.62
2.5 0.32
60
1.02
2.45 0.32
60
0.12
0.45 0.06
60
0.32
0.95 0.12
60
0.02
0.13 0.02
60
0.48
1.08 0.14
60
0.02
0.13 0.02

Suicidal Behavior in The Last Week

60

0.03

0.18

0.03

Subscale/ Measure Range of
Chronbach's
Item Numbers
Possible Scores Alpha
1-11
0-11
0.858
1-19
0-38
0.785
6,7,9,15
0-8
0.376
1,2,3,4,8
0-10
0.697
12,16,17,18
0-8
0
5,11,12,13,14
0-10
0.461
10,19
0-4
0
BSS: 10,
12,16,17,18, 19
0-12
0
BSS: 10,
12,16,17,18, 19, 20
SBQ-R: 3
-0.09-1.56
--

Suicidal Behavior Ever**
52 <-.01
0.31 0.04
INQ
Perceived Burdensomeness (INQ) 60
1.17
0.46 0.06
1-6
1-7
Thwarted Belongingness (INQ)
60
1.74
0.82 0.11
7-15
1-7
RHS-15
RHS core-14 items
60 10.83
11.90 1.54
1-14
0-56
Distress in Last Week
60
1.80
2.55 0.33
15
0-10
†
PmLD
24
8.08
7.14 1.46
1-18
0-54
** Denotes Composite Measure of standardized items (z-scores); Range indicates actual range of scores,
not possible range of scores.
† “N/A” responses recoded as “Not A Problem”; Using listwise deletion in cases reporting “N/A”
responses, α=.664

--

.702
.728
.925
-.809

Table 3 Pearson Correlations of Count and Continuous Variables
1.
2.
3.
4.
1. INQ Perceived Burdensomeness
0.453**
2. INQ Thwarted Belongingness

5.

6.

7.

8.

9.

10.

11.

BSS Total
0.722** 0.537**
BSS-Ideation Intensity
0.737** 0.435** 0.715**
BSS-Active Desire
0.609** 0.541** 0.890** 0.582**
BSS-Planning
-0.050 -0.118 0.160 -0.034 -0.044
BSS-Passive Desire
0.593** 0.418** 0.894** 0.470** 0.659** 0.306*
BSS-Concealment
0.520** 0.471** 0.804** 0.544** 0.787** -0.017 0.670**
BSS-zPlanning+Concealment
0.335** 0.252 0.688** 0.364** 0.530** 0.701** 0.696** 0.701**
9. (Suicidal Behavior)
10. RHS-Total
0.530** 0.498** 0.431** 0.446** 0.478** -0.031 0.263* 0.300* 0.192
11. WDS Total
0.641** 0.433** 0.600** 0.533** 0.632** -0.085 0.421** 0.388** 0.216 0.524**
12. PmLD Total†
0.215 0.408 0.443 C
0.396 0.263 0.263 C
0.263 0.496 0.314
** = p<.01
* = p<.05
C = at least one value is a constant
† Using listwise deletion in cases reporting “N/A” responses
3.
4.
5.
6.
7.
8.
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Table 4: 2-Part
Hurdle Model
Results
Zero Truncated Count Model (negative binomial distribution with log link)
IRR
z
p
95% CI
Lower
Upper
Desire to be Dead
(WDS)
Intercept
0.830
-0.352
0.7252
0.293
2.349
Thwarted
Belongingness
1.048
0.234
0.8146
0.709
1.549
Perceived
Burdensomeness
2.093
2.314
0.0206
1.120
3.912
Zero Hurdle Logistic Model (binomial with logit link)
OR
z
p
95% CI
Lower
Upper
Intercept
0.010
-1.803
0.071
<.0001
1.505
Thwarted
Belongingness
2.051
1.671
0.094
0.892
4.852
Perceived
Burdensomeness
23.465
1.298
0.194
0.197
2747.945
Zero Truncated Count Model (Poisson distribution with log link)
IRR
z
p
95% CI
Lower
Upper
Suicide Ideation
(BSS Ideation
Intensity)
Intercept
0.098
-0.655
0.512
<.0001
101.701
Thwarted
Belongingness
0.913
-0.174
0.862
0.325
2.563
Perceived
Burdensomeness
3.014
0.776
0.438
0.186
48.889
Zero Hurdle Logistic Model (binomial with logit link)
OR
z
p
95% CI
Lower
Upper
Intercept
0.0015977
-2.942
0.00326
<.0001
0.054
Thwarted
Belongingness
2.960
1.153
0.249
0.468
18.724
Perceived
Burdensomeness
11.317
2.497
0.01254
1.685
76.027
Note: IRR=Incidence Rate Ratio;
OR=Odds Ratio
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Table 5: Fisher's Exact Test Results
Suicidal Ideation
(present)

Suicidal Ideation
(absent)

Suicide Attempt
(present)

0

4

Suicide Attempt
(absent)

4

45

Desire to be Dead
(present)

Desire to be Dead
(absent)

Suicide Attempt
(present)

3

1

Suicide Attempt
(absent)

20

29

Note: values are numbers of participants
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Figure 1: Rootograms of hurdle models – outcome variable Desire to be Dead (WDS).
Bars that sit above 0 indicate an overfitting of a model for the value indicated on the xaxis, while bars sitting below 0 indicate an underfitting of the model of the value
indicated on the x-axis.
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Figure 2: Rootograms of hurdle models – outcome variable Suicidal Ideation (BSS
Ideation Intensity subscale). Bars that sit above 0 indicate an overfitting of a model for
the value indicated on the x-axis, while bars sitting below 0 indicate an underfitting of the
model of the value indicated on the x-axis.
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